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ABSTRACT
An Evaluation of Outreach Family
Therapy Performed by the Learning
Intervention Family Team
February 1979
Joseph Klawsnik, B.S,, Massachusetts
Institute of Technology
M.A., Temple University, Ph.D.,
University of Massachusetts
Directed by: Professor Harold Jarmon
This dissertation comprises the design and first
implementation of a systematic ongoing evaluation of
outreach family therapy services performed by the Learning
Intervention Family Team (LIFT) at the University of
Massachusetts.
The LIFT program provides short term (3-6 months)
family therapy services in the homes of families unwilling
or unable to use more traditional clinic facilities: poor
families without transportation, families too disorganized
or dysfunctional to be able to get all members to a clinic,
and families which have been disappointed or discouraged by
previous attempts at therapy. LIFT also organizes and
coordinates community services for its client families via
bi-weekly "network meetings" attended by representatives of
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many agencies such as schools, welfare, juvenile probation
department, mental health services, homemakers, etc.
The study was performed on a sample of eight families
chosen from cases terminated during the year 1977. Six of
these were single-parent families.
Semi-structured interviews were used to gather data
from the therapist, client family, and referral agent.
Interviewers also observed the family's behavior during the
family interview and made judgments of the degree to which
opinions were backed by concrete examples, and the degree to
which behavior during the interview supported the family
members' verbal claims. Case notes and other records were
also reviewed.
Two judges independently scored the data according to
five criteria: (1) Concurrence of data across sources, (2)
Family changes corresponding to treatment goals, (3) Changes
in family organization toward clearer generational
boundaries and increased parental control, (4) Follow-
through on referrals to longer-term therapy, and (5) Reduced
incidence of illegal and society-disapproved behavior.
Finally, an overall judgment of success or failure of therapy
was made for each family.
This procedure revealed a 50% success rate for therapy
with the eight families sampled. The data was further
analyzed to determine what factors seemed to correlate with
success and failure of therapy. In the successful cases,
vli
the therapists were able to establish good personal
connections and a climate of trust with the adults of the
families. For single-parent families, the caring of the
therapist was especially important. In all four cases
judged as therapeutic failures, the therapists failed to
establish good personal connections and trust with the adult
family members. Two of the families expressed an outright
dislike of one therapist who was seen as pushy and rude.
Another family saw the therapists as siding with the
adolescent. In the fourth family, the mother saw the
referral as inappropriate and the therapists as pursuing
their own goals. Thus the process of "joining" with the
family and establishing a therapeutic relationship appears
to be the most important factor in distinguishing successes
from failures for the cases studied.
Other factors emerging from the data included
difficulties in setting goals and in terminating therapy.
It is recommended that LIFT establish time-limited
"contracts" with client families. The expiration of a
contract period would provide a focus for the reassessment
of goals and either improvement or termination of
unsuccessful therapies. Improvements in the quality of
LIFT'S documentation are also recommended.
Positive factors also emerged from the data. Outreach
was seen as valuable by most of the client families.
Several successes involved families who would not have made
viii
use of traditional services. Referral agents were, in most
cases, extremely pleased and supportive of LIFT's work.
The present research was also intended as a pilot
study for an ongoing evaluation of LIFT's services.
Suggestions for improvements to the evaluation procedures
include the expansion of judgment categories from "success"
and "failure" to five categories of outcome. Also suggeste
is a method for establishing a no-treatment control group.
The research interviews were found to have a profound
cognitive and emotional impact upon several of the
families, thus it is important that family interviews be
conducted by persons skilled in therapeutic techniques of
family therapy.
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CHAPTER I
EVALUATING A MENTAL HEALTH
PROGRAM: THEORETICAL AND
PRACTICAL CONSIDERATIONS
Introduction
This study is an evaluation of the family therapy
services performed by the LIFT program. It is a formative
evaluation, i.e., the goal is not to pass final judgment on
the program, but rather to assess the effectiveness of LIFT's
ongoing procedures and techniques of therapy, in order to aid
in their refinement and improvement. A second goal, tied to
the first, is to design an ongoing self-evaluation procedure
for LIFT that is practical to administer, informative to the
clinicians and administrators, and theoretically sound with
regard to issues of reliability and validity.
To accomplish these goals, a measuring instrument v;as
developed to assess the outcome of family therapy as performed
by LIFT. (For a complete review of the methods and procedures,
see Chapter III.) Eight families were selected from cases
terminated by LIFT in the previous year. Of these, seven
agreed to participate fully. The remaining family only
consented to a telephone interview. For each family, there
was a review of the case notes and three interviews, one
with the therapist, one with the referral source and one
2with the family itself. Essentially, each of these
interviews sought to answer the same basic questions: How
well is the family functioning now? What about the family
has changed over the course of LIFT's interactions? Have
the changes corresponded to the treatment goals? What
feedback can be provided pertinent to LIFT's handling of the
case? The data from these interviews, available on
audiotape and transcribed, were analyzed by the author and
another "judge," according to several criteria for success
or failure in therapy. The data were also analyzed in a
more general way, to assess what could be learned about
improving LIFT's services.
The present chapter reviews the program evaluation
literature. Unfortunately for the evaluation, the demands
of practicality, of ethics, and of theoretical rigor often
pulled in three different directions. This chapter addresses
these issues, which form the theoretical background for the
study to follow.
Chapter II is an in-depth look at the LIFT program
itself. Many aspects of the design of this evaluation are
linked to the population seen and methods used by LIFT. In
some ways LIFT is a unique program, a model for future
public mental health delivery systems. In other ways, it
fits within the mainstream of the theory and practice of
family therapy.
3LIFT is a young, growing organization. Many of the
criticisms and recommendations of this study, which are
based upon data from families terminated in 1977, have
already been implemented in 1978. This is especially true
because the researcher has been a regular staff member at
LIFT for the past two years, responsible for clinical
supervision and the overall quality of clinical services.''"
There are both problems and advantages to having an
evaluator who is a regular staff member of an organization.
These are discussed at various points below.
Chapter III provides a detailed picture of the
methods used in the study, and the rationale for the
choices which were made.
Chapter IV provides a look at the families them-
selves, with information suitably omitted and disguised in
order to protect the privacy of the people involved.
Judgements of outcome are presented for each family.
Chapter V presents the results of the outcome study
across all eight families. Factors are reviewed which
seemed to correlate with success or failure of therapy.
Suggestions are made for changes in LIFT's procedures.
The final chapter presents a plan for a regular, on-
going evaluation of outcome for every family seen by LIFT.
As of October ]978, I resigned my position at LIFT
in order to devote full time to this research project.
4Program Evaluation Design
The need for evaluation of therapy programs has been
stressed repeatedly in the literature (Spear & Tapp, 1976).
However, the methods available are fraught with problems.
Critics cite the many threats to validity inherent in ex-
perimental designs used for evaluation (Campbell, 1969) and
the political and administrative pressures which can sub-
vert or undermine evaluation procedures (Zusman & Bissonette,
1973). On the other hand, there are real technological,
moral and financial problems which argue against imposing
a strict experimental design upon clients who are seeking
direct services (Ciarlo & Horrigan, 1974). Nonetheless,
these problems can no longer serve as an excuse for ignoring
program evaluation (Speer & Tapp, 1976).
There are, however, encouraging signs in the recent
literature. Smith and Glass (1977) fractured the
longstanding myth that evaluation studies have generally
shown no effect for psychotherapy as compared with no
treatment. In a survey of 400 reports, they found that the
average improvement rate for therapy clients is 75% as
compared to a rate of 50% for untreated controls. Moreover,
there has been an increase in the use of quasi-experimental
designs employing strategies to understand and reduce those
threats to validity which cannot be eliminated by the
design. For example, techniques for increasing the
5robustness of evaluative studies include the analysis of the
client's social systems and other extra-organizational
factors (Murrell, 1971; Schulberg, 1976) and analysis of a
client's movement through the network of helping agencies
(Burgess, Nelson, and Wallhaus, 1974).
It is important to note that evaluation research has
somewhat different goals from the "pure" research carried on
in the laboratory. Administrators, funding sources, and
even the therapists themselves require some form of feedback
on which to base their decisions, even if the evaluator
cannot guarantee a .05 level of confidence (Speer and Tapp
,
1976)
.
There are two aspects to this issue: First, due to
the expense in staff time and commitment as well as dollars,
it is important that exploratory evaluation research precede
a com.mitment to a long-term, expensive, research program
which may provide statistically significant answers to
inappropriate questions (Webb, 1972). Second, it should be
pointed out that for all research, hypothesis testing is
only one aspect of the search for understanding. The
development of hypotheses, i.e., the observation and
conceptualization of relationships, is of equal if not
greater value. In other words, it is of utmost importance
to study what is actually happening, rather than only
working to determine whether a hypothesis is true or not
(Breedlove, 1972).
6As a result of these considerations, there has been a
resurgence and legitimization of the phenomenological
approach in evaluation research. Qualitative research
strategies employing participant-observer and semi-
structured interview designs have proved themselves useful
in conceptualizing and understanding social services
delivery programs (Bogdan & Taylor, 1975).
Johnson (1970) discusses the distinction between
formative and summative evaluation. Summative evaluation
occurs when a program is terminating and requires an
assessment of its worth and effectiveness. Thus summative
evaluation should help administrators and funding sources
decide whether to fund similar programs, or what new
approaches should be taken in future programs. Formative
evaluation, on the other hand, occurs early in the life of
a program. Its goal is to provide information on
effectiveness which will help the program grow and develop.
Although there are many similarities in these two types of
evaluation, they do require different emphases in the
experimental design. In summative evaluation, the emphasis
should be on demonstrable validity and, hence, on
experimental purity and statistical significance. In
formative evaluation, however, the emphasis should be on a
thorough understanding of the factors involved, and on the
growth and refinement of the program. Thus, formative
evaluation is concerned with "a fine-grain set of decisions
7relating to numerous specific aspects of a program rather
than just a single overall figure of merit" (Lumsdainie
,
1970, p. 19).
The present study is a formative evaluation. It is a
preliminary, qualitative attempt to better understand the
factors involved in outreach family therapy as performed by
LIFT. Its primary goal is to help direct the growth and
development of the LIFl' program by providing some meaningful
feedback to the administration and staff, and to prepare for
a larger-scale ongoing evaluation procedure.
Despite many disagreements in the evaluation
literature, there is one point which seems to have universal
acceptance: for evaluation to be effective, objectives must
be clearly delineated. This includes both the objectives of
the program being evaluated and the objectives of the
evaluation itself. The philosophy and goals of the LIFT
program will be discussed in Chapter II. The goals and
scope of this evaluation require further clarification.
Schulberg (1976, p. 18) suggests four basic areas which
evaluative research may address:
1. Assessment of effort: how are staff
utilized and how do these practices compare
with local or national standards?
2. Assessment of performance: what outcomes
have the program's efforts produced?
3. Assessment of adequacy: to what extent has
the community's problem b(;en solved by this
program?
84. Assessment of efficiency: can the same
outcome be achieved at lower cost?
The scope of inquiry of the present evaluation is
limited to the assessment of performance. Thus the primary
concern is the outcome of therapy performed by LIFT.
Specifically, the goal of this research is to develop a
standardized method for following up and evaluating the
outcome of each family therapy case, and for the collection
of comparable data across all cases.
Within the area of outcome evaluation, there are
several considerations which further limit and guide the
design. The evaluation should include some method of
rating each therapy outcome as being a "success" or a
"failure" in order to provide overall data on the effectiveness
of the program. With the current emphasis on accountability
in public funding and in third-party payments, such an
assessment becomes increasingly important. The evaluation
should also provide more substantive, detailed feedback to
the therapists on their individual work and to the
administrators on the work of the program. The method of
evaluation must also be sensitive to the needs of the
clinician. The procedures must be easy to complete and
score, short enough that they will not try the patience of
the family, and face valid so that the family members will
not feel either "psychoanalyzed" or bored by irrelevant
questions. If the evaluation procedures are too long, too
9cumbersome, too frightening to the family, etc., the
clinician will not use them.
The problem confronting the author was to devise a
method for gathering pertinent data, and a set of criteria
for judging the data, so that the outcome of family therapy
could be rated for each family. The more general,
qualitative analyses would be performed from this data as
well
.
Data gathering
. Methods of gathering data about family
functioning vary from structured "tests" to unstructured
interview procedures. Straus (1969), for example, lists 319
"Family Measurement Techniques" in abstract, including self-
report measures of attitudes and behaviors, projective
tests, and scoring guides for behavioral observation of
structured situations. Cromwell, Olson, and Fournier (1976)
report on over 150 such measurement procedures, classified
according to subjective versus objective data, family member
versus outside observer, and extent of involvement of whole
family
.
For the present research, semi-structured interviews
were designed to gather the necessary data. Formal "test"
and "questionnaire" procedures were rejected for the follow-
ing reasons
:
Many of the measurement devices reviewed were designed
to test hypotheses in a narrow area of family functioning,
10
and were, therefore, unsuitable to the broader goals of out-
come evaluation.
Projective tests were rejected as too threatening to
a family and too distant from real-life problems. Also
rejected were instruments requiring a family to perform a
"task" which is observed and judged. Such measures are
impractical outside a research setting, and the majority
of LIFT'S therapy takes place in the family's home. Projec-
tive and "task" instruments are particularly problematic as
pretest measures for a family in acute crisis and pain, since
they have low relevancy to the family's immediate problems.
The use of a structured "multiple choice" questionnaire
2
was also discarded as unworkable. There were several diffi-
culties with this approach. The range of questions necessary
to cover the various family situations LIFT encounters would
make for an extremely long and cumbersome instrument.
Similarly, within each question, a wide variety of multiple-
choice answers would often be necessary. (For example, ques-
tions regarding discipline would have to determine what
kinds of punishments are used, how often, how intense, the
perceived fairness, which parent is involved, whether the
parents disagree, whether discipline varies from child to
child, etc. , and all possible responses would have to be
available in the multiple-choices offered the family members.
^Mr. Ronald Sinacore, in collaboration with the author,
made an attempt to design such a questionnaire prior to the
present research.
11
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Perhaps most difficult was the problem of the family's inter-
pretations of the questions. Each family would be likely
to interpret a question slightly differently. Thus, such a
questionnaire would reduce the subjectivity of the evaluator
at the expense of increasing the subjectivity of the family's
interpretations. With an extremely large sample, statistical
techniques could be used to control such problems, weed out
unreliable questions, etc. However, even a 100% sampling of
LIFT families would have been too small for such operations.
The present study employs a process-oriented approach
to data-gathering. Information is collected via semi-struc-
tured interviews which rely on the skill of the interviewer
to probe and follow-up in those areas which seem most
pertinent to the particular family situation and therapy
goals. Interpretation of the data is rendered more objective
by tape-recording the interviews, so they can be analyzed by
a second judge. What is lost in comparability between
families, is gained in the flexibility to study the particu-
lars of each family. Thus each family studied can be thought
of as a separate experiment, and the overall evaluation as
the summation of these experiments.
There are significant advantages to such a process-
oriented approach. While questionnaires and test protocols
tend to rely on a particular theoretical orientation, the
open-ended feature of the semi -structured interview allows
for the emergence of unexpected information, and thus is best
12
suited to examining the validity of the clinician's basic
assumptions (Sigal et . al.
,
1976). Moreover, the repeated,
single-case design "is closely tied to direct therapeutic
work and offers what is perhaps the only currently available
route for decreasing the distinction between clinician and
researcher, thereby yielding benefits to both" (Gurman,
1973, p. 164).
Evaluating the data . In order to evaluate program outcomes,
it is necessary to establish one or more criteria for success
or failure. There have been two basic approaches in the
literature: One is to establish a set of absolute criteria
which can apply to every client using the service. These
criteria would be measured at intervals during and after
treatment, and compared with data from untreated controls
(Smith, 1975, for example). These criteria should include
clinical changes as well as changes in the client's inter-
action with society. For example, the evaluator may attempt
to measure suicide attempts, involvement with law-enforcement,
welfare support, ability to work, etc. (Rappaport, 1973).
A second approach to data evaluation is to develop
individual criteria for each client based upon the therapy
goals. Although this allows for less comparability between
clients, it is more responsive to a variety of problems and
treatments. Breedlove (1972) points out that it is inade-
quate to tost the unitary hypothesis "treatment X results in
13
outcome Y" since treatment is not a unitary phenomenon, and
neither is outcome. Rather, each case is a separate experi-
ment with a unique treatment and a somewhat different
criterion for success. "Goal Attainment Scaling" (Kiresuk &
Sherman, 1968; Sorensen & Galano, 1976) is one method for
establishing individual goals and success criteria for each
client, while also permitting comparability across all
clients. The present study employs aspects of both of the above
approaches. Some criteria for success are unique to each
client family, while other criteria are used with every
family. This procedure is presented in detail in Chapter III.
Family therapy evaluation research
. There have been several
recent reviews of family therapy outcome studies (V/ells et.
al, 1972; Wells & Dozen, 1978b; Gurman 1973) and papers dis-
cussing methodological issues (Gurman & Kniskern 1978a, 1978b,
1978c; Wells & Dozen 1978a; Tittler et. al_.
,
1977). The
general consensus is that the quality of family therapy out-
come studies has been improving in recent years, but the
problems involved in designing effective, valid, and reliable
outcome measures are far from solved.
Some of these problems are common to all evaluation
research, but others are unique to the field of family therapy
(Gurman & Kniskern, 1978). One such area of difficulty has
been the attempt to design outcome criteria based upon speci-
fic theories or practices of family therapy. Much "pure"
14
research is ongoing toward gaining a better understanding of
families (see, for example, Click & Haley, 1971, for an anno-
tated bibliography of family therapy literature). However,
the techniques of measurement often involve the analysis of
relationships via a complex set of judgments from segments
of taped interaction. Riskin &: Faunce (1970), for example,
relate "normal" and "problem" families to various patterns of
family interaction as measured by verbal behavior. Although
such procedures are necessary for pure research, they are
costly and difficult to perform, which limits their utility
in an ongoing evaluation project. Equally difficult is the
problem of interpreting the data, as the categories and
classifications are still in an experimental stage, and thus
are not widely understood by family therapy practitioners
(not to mention administrators and funding sources). Such
family interaction measures have been used recently in several
studies comparing family therapy with other treatment modali-
ties (Wells 8i Dezen 1978b). These measures have generally
shown no difference between treatment modalities. It remains
unclear whether this is a result of the treatments or of the
measures used. In any case, such measures are not included
in the present study.
Other attempts to design family therapy outcome criteria
have been based upon specific theories of family functioning.
For example, Hardcastle's (1977) outcome study of "multiple
family counseling" focuses both the therapeutic intervention
15
and the outcome measurements around the need to make explicit
and congruent the expectations and images that family members
hold toward each other, themselves, and the family. The
outcome measures in this study are valid because they reflect
the specific treatment interventions. However, the more
varied the treatment interventions used by a program,
the less applicable are such "absolute" criteria of success.
The present study uses one criterion (family organization)
which is based upon theoretical considerations regarding
the particular characteristics of LIFT's client population.
Methodological issues
. Current reviews of family therapy
outcome have emphasized several methodological requirements.
The present study complies with most of these suggestions.
It utilizes several specific criteria for change rather than
a single global assessment (Gurman, 1973). It employs objec-
tive as well as subjective criteria (Wells & Dezen, 1978b),
and includes success criteria tailored to the individual
family (Tittler et . al . 1977, Wells & Dezen, 1978b).
The study uses at least three sources of data for each
family, including both "insider" and "outsider" points of
view (Gurman 1973, 1978c; Wells & Dezen 1978a). When
therapist, family and referral source all agree about the
outcome of a particular therapy, confidence in the judgment
of outcome is enhanced. Disagreement among data sources
leads the researcher to a more thorough investigation which
16
may shed light on the problem'. (For example, in one case to
be discussed, different parties had different agendae for the
therapy.) The study of cases where there is disagreement may
prove to generate most useful feedback to the clinicians
involved, even when it does not enhance the reliability of
the judgments on outcome. (Cromwell ejt. al .
,
1976; Gurman &
Kniskern, 1978b).
There are two basic limitations to the methodology, both
of which are tied to the preliminary nature of this study and
both of which will be corrected in the proposed ongoing
evaluation. The first is the failure to gather pre-test in-
formation at the inception of therapy, relying instead on
retrospective data. The second limitation is the lack of a
suitable control group.
Ideally, the design calls for the gathering of pertinent
data by the therapists during the first two family sessions.
This data is to be compared with post-therapy data compiled
by interviewers. Due to limitations in the time and scope
of a Ph.D. dissertation, the present research was performed
using families which had already terminated contact with LIFT.
Information on each family's situation pre-therapy was
garnered from the case notes and, retrospectively from the
families, therapists, and referral sources. Performing this
retrospective study has given the researcher a better sense
of the information which should be gathered at the beginning
of future therapeutic work to expedite the evaluation process.
17
The need for a control group goes without question.
The baseline information provided by a no-treatment control
group sets a standard for the changes occurring in families
who do not receive specialized treatment. This permits
measurement of the incremental benefit of the treatment.
Recently, increased attention is being paid to deterioration
in families as a result of therapy (Gurman & Kniskern 1978A).
Control group data is equally necessary to calibrate the
potential negative effects of therapy. For the LIFT program,
baseline data will be particularly important, since LIFT's
treatment population is very different from that using
traditional mental health services. Recently it has been
suggested that family therapy client populations are
"characterized by the high possibility of spontaneous change
through non-therapeutic factors" (Wells & Dozen 1978b).
Whether such a statement applies to LIFT's population or
whether the population is less liable to spontaneous improve-
ment remains to be determined.
There are serious practical and ethical problems in the
use of control groups. Chapter VI addresses these problems
and presents a proposed design for establishing a no-treat-
ment control.
The lack of a control group limits some of the conclu-
sions which can be drawn from the present evaluation. However,
as suggested by Wells and Dozen (1978b) an outcome study with-
out a control group does have the potential for "legitimizing
18
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a therapeutic method as a serious contender in the panon
of available therapies". Moreover, the present study goes
beyond the compilation of outcome data to a detailed and
differentiated understanding of factors which appear to be
involved in success or failure of the cases studied.
Given that a control group is not presently available,
it becomes even more important to carefully analyze the
research procedures for potential methodological flaws which
may threaten the validity of the study. These can be under-
stood and guarded against, if not eliminated.
It is particularly important that this research does
not become a series of "grateful testimonials" (Campbell,
1969). To insure this, it is necessary to sample cases which
have had equivocal and undesirable results, especially those
cases in which the family members have no great interest in
talking about the LIFT intervention. This requires making
every effort to include families who are reluctant to parti-
cipate, and reviewing all available data on such families.
Insuring the anonymity of the participants will make them more
likely to be candid. Phrasing questions regarding concrete
behavioral events will also help avert vague testimonials.
In introducing the project to the families, it must be made
clear that the research will not be used to the detriment of
the LIFT program or of individual staff members, and that
negative criticism will be especially valuable in improving
the quality of the program.
19
It would be a mistake to assume that bias may only occur
in a positive direction. Families may, for various reasons,
present a less favorable picture than is actually the case.
Dislike for a particular therapist may lead a family to dis-
count real changes which have taken place. Also, since a
goal of family therapy is often to redefine a problem in such
a way that all family members must take responsibility (rather
than concentrating all the problems in a "scapegoat") the
results of family therapy may leave a family experiencing more
problems than at the initiation of therapy— even if they are
better at handling the problems at termination. This may be
one of the many reasons for the negative results reported
by Sigal et_ al^. (1976), and for the generally lower outcome
figures reported across studies when comparing family and
marital therapy (66% reported by Gurman, 1973) to a general
review of all therapies (75% reported by Smith and Glass,
1977)
.
In any case it will be important in the analysis of
the data to look carefully for indicators of bias in the
family's self report. This can be done by comparing the
general, vague evaluative statements made by family members
with the concrete examples of change they are able to produce . If
these seem congruent, bias is less suspect.
Another source of bias is in the original determination
of treatment goals by therapists. This is also likely to be
non-systematic (Steinhelber
,
]070), since it has been shown
that therapists are as likely to set unreasonably high goals
20
as unreasonably low. Cline et al. (1973) also report this
finding in their analysis of the use of goal attainment
scaling. The present study cannot eliminate this bias but
can be on guard by comparing the therapists' interview
information with the case notes, and by asking each thera-
pist to examine him/herself for any possible biases.
Internal versus external evaluation
. There are several
important issues regarding a staff member who is also an
evaluator of a program. Johnson (1970, p. 17), in addressing
the issue of inside vs. outside evaluators, states:
The evaluator who is a member of the program staff
is regarded as knowing and appreciating the nature
of the project, as being accepted by the rest of the
staff, and able to operate with little disruptive
influence, and as being less costly. On the minus
side, by virtue of his intimate involvement with the
program, he may be unable to interpret findings in
an appropriate perspective, producing biased evalua-
tive information...
In addressing this same issue Miller (1975) suggest that
external evaluation is necessary in cases where the staff
lacks competence in evaluation, where internal evaluation
would lack credibility or where internal evaluation would
result in conflict or division among the staff.
These comments and cautions must be considered carefully
in the present situation. It is incumbent upon the evaluator
to continuously search for personal and organizational biases,
and to compensate for them whenever possible. The most ob-
vious biases are the desire to show that LIFT is effective and
that the personal work of the evaluator as therapist and cl i nical
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supervisor is worthwhile. An' attempt has been made to be
as fair and impartial as possible. During the data-reduc-
tion, opinions and judgments were made independently by the
evaluator and a research assistant. Very few disagreements
emerged from these independent preparations. These areas
were discussed, and in every instance mutual agreement was
reached.
It should be remembered that the present work is a
"formative" evaluation rather than a "summative" evaluation.
Thus it is more concerned with providing feedback and data
to assist in the continuing development and design of the
program rather than in forming a final judgment as to the
value of the project. Internal evaluation is considered more
appropriate to this task (Johnson, 1970; Ciarlo & Horrigan,
1974)
.
It is the believe of the evaluator that his knowledge
of the program and access to the staff has been a distinct
advantage in this evaluation.
The following chapter will describe the LIFT program
and discuss how it fits within the mainstream of family
therapy theory and practice.
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health clinic. A large proportion of the cases are single
parent families and families that have lost or broken
contact with their families of origin. Many LIFT families
are "multiple problem families" having involvements with
several agencies for many reasons. Alcoholism, drug-abuse,
criminal behavior, sexual promiscuity, incest, child-abuse,
runaway, psychoses, chronic truancy, illegitimate pregnancy,
suicide attempts, and other problems frowned upon by society
appear frequently in LIFT's case-load. It must be noted
that all families seen by LIFT do not include such severe
problems. Sometimes the problems of poverty, ignorance, low
intelligence, or social isolation after divorce, move, or
loss of job may result in symptoms that lead to a referral
to LIFT. Or, sometimes, a family requires help in managing
the stress of a normal developmental crisis, as when the
first or last child in a family is preparing to leave home
(Minuchin, 1974).
Referrals to LIFT are made by many agencies: schools,
welfare, juvenile court, local youth centers, day-care
programs, etc. Because LIFT's clients are often involved
with a variety of such agencies, LIFT works closely with its
referral sources. LIFT sponsors bi-weekly "network
meetings"' to which it invites representatives of the various
social services agencies in Hampshire County. At these
"^These meetings are for LIFT's network of professionals
and should not bo confused with the "family networks" of
Speck & Attneave (1973).
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meetings (with the written consent of the clients) compre-
hensive treatment plans are formulated with the cooperation
of all the involved agencies. LIFT also acts as an advocate
for the family with these agencies and, in most cases, treat-
ment goals include teaching the family to make better use of
the available community resources and services.
LIFT'S goals, in holding these meetings, go further
than the coordination of services to a family to avoid
redundant or contradictory efforts. LIFT also attempts to
influence, guide, and educate social service providers away
from an individual, blame-oriented approach and toward a
better understanding of family systems. Another goal is to
improve the functioning of the system of helpers by providing
a forum for face-to-face contact and a chance to share and
learn from each other, thus reducing isolationism and distrust
among the various agencies and individuals helping people in
Hampshire County.
Once a referral has been made by an agency, acceptance
of a LIFT intervention is always the voluntary choice of the
family. We have found, however, that in some cases there is
a measure of coercion on the part of the referring agency.
This coercion varies. In its mildest forms, it is the
authority of the referring agent (school guidance counselor,
probation officer, etc.) which influences the family to
accept LIFT'S presence. In more extreme cases, for example,
a probation officer may imply that if the family
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does not make use of LIFT he will remove the child from the
home. Regardless of how the referral sources present LIFT
interventions, the LIFT team makes it clear that it will
respect the voluntary choice of the family.
Nonetheless, LIFT staff can not help but be influenced
by the opinions and agenda of the referring agencies, and
thus must be ever vigilant not to become an arm of a social-
political system rather than an agent for the best interests
of the family. For example, attempting to get a fifteen-
year-old to return to High School, when neither the child
nor the parents seeks that goal, may impair LIFT's credibility
with the farnily, rendering it unable to help with other
changes which have higher probability of success.
The nature of LIFT's population requires outreach.
Meeting times are flexible and arranged at times when all
family members can be present. The therapists do not limit
themselves to a "50-minute hour", and may, at times, see the
family more than once a week or may divide the family into
sub-groups or see individuals alone. The therapy is rela-
tively short-term (3-6 months) and goal oriented. Interven-
tion may be at an individual level, a family systems level,
or at a broader community or extended family level, but in
every case LIFT attempts to work in the best interests of
the family.
LIFT most often uses a co-therapy model, although some
cases are seen by individual therapists. Sometimes co-
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therapy is part of a deliberate treatment strategy (as
discussed, for example, by Napier & Whitaker, 1972). Other
times a student-intern will serve as a junior partner in au
asymmetrical co-therapy relationship for training. Co-
therapy is also a way to meet staff needs, to prevent
burnout, and to facilitate problem solving and strategizing.
It is easier to go to a strange house in the dark of the
night with a co-therapist, and more rewarding to have some-
one to talk to on the way home.
The staff members at LIFT come from a variety of
academic bachground s and theoretical persuasions, thus there
has never been a single "school" of therapy at LIFT. There
have been general trends in the therapy done by LIFT due to
the client population serviced. At the time of inception
of this study, the majority of families seen by LIFT were
single parent families supported by welfare. Poor, working-
class families made up most of the remainder. LIFT's popula-
tion has changed, somewhat, over the course of the year,
as will be discussed below. However, the extremely poor
family still makes up a considerable proportion of the cases
seen by LIFT. Most of the parents in these families have
not finished High School, and have come from problem homes
themselves. Typically, the parents are ineffective and
inconsistent in disciplining their children. Not only do
they fool powerless to control their children, but they are
also powerless to control the way the outside world impinges
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upon their lives. Economically they lead a borderline exis-
tence, and agencies of the community are often critical of
the family and have agenda for how the family should change.
In most cases the family has managed somehow to hold
things together until the children have reached adolescence.
The stresses of adolescence overtax the family's resources
for coping and one or more of the children are identified
as "the problem".
This type of client family typically requires certain
treatment strategies and goals by the LIFT staff. For
example, talking "about" feelings and relationships is
usually insufficient to produce change, as these clients
are generally not verbal and insight-oriented. Moreover,
there is often so much chaos in the family that people cannot
be heard by one another. Thus, in most cases, the first
goal is to produce enough order so that the family is not
continually responding to crises. This involves providing
rules and structures for the family and teaching parents
effective ways of disciplining their children.^
4 It is worth mentioning that although these families
may resemble the "random" family style described by Kantor
and Lehr (1975), they are generally not families where a
value is set on independent, creative activity. Rather they
are families which are out of control due to the inexperience,
lack of roots, and inadequacy of the parent(s). They would
be more aptly described, in Kantor' s terminology, as in a
stage of "runaway" from the families of origin. Thus the
goal of the LIFT therapists is not to preserve and value the
chaos, but to reduce it so that proper parenting can result.
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Most often these single-parent mothers have an
extremely low opinion of themselves. Thus the building of
self-esteem must accompany the teaching of specific
parenting skills, or else the mother will fear to discipline
her children lest they "hate" her.
It is also necessary to provide a forum for the
legitimate complaints and criticisms which the adolescents
have of their family, so that these criticisms will not be
expressed by misbehavior or psychiatric symptoms. However,
this must be done without undermining the fragile power
base of the parents. In many cases the family does not
have the ability fill all the needs of the developing
adolescent. Thus LIFT often has the goal of arranging for
the adolescent to enter a meaningful relationship with an
adult outside the family.
Since LIFT's interventions are short-term, and the
client families have so many interlocking problems, limited
goals are often set. For example, goals may be to familiar-
ize a family with the therapy process, and work through any
fears about therapy; to alleviate the immediate crisis which
brought the family into therapy; to teach family members to
use available community services in appropriate ways; to
organize the efforts of other agencies via network meetings;
and to make referrals for continued treatment at a more
traditional setting.
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Unfortunately the availability of resources is often
limited, as there are few agencies with staff trained in
family therapy. Thus often LIFT must do the best job it can
within the time allotted.
Other treatment strategies and goals used by LIFT are
less related to the specific client population, and reflect
the general field of family diagnosis and therapy. For
example, LIFT often sees families in which a child's behavior
serves a function in maintaining an otherwise unstable rela-
tionship between two parents; families in which a parent puts
extraordinary pressure on an adolescent, as a way of working
through the mistakes or unfulfilled wishes of his or her own
adolescence; etc. In such cases, treatment strategies are
designed with the specific family diagnosis in mind.
As Wynne (1972) points out, it is inappropriate to
judge the techniques of family therapy except in the context
of the particular client population. Over time, LIFT has
paid increasing attention to the theories and techniques of
"structural" family therapy as exemplified by the writings
of Minuchin (1974, 1978). Structural therapy's emphasis on
establishing rules and boundaries, on enhancing parental
subsystem functioning, and on "enact ive" communication, all fit
the particular needs of LIFT's clients.
There have been many factors involved in the evolving
theoretical "stylo" at LIFT. The staff members have matured
and developed during the past two and one-half years. Admini-
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strative and hierarchical roles have emerged and been clari-
fied, policies and procedures have been established, and
early fiscal crises have been overcome. This increasing
structure and stability has allowed the staff more time and
energy for understanding the particular needs of the clients
and for meeting them. In January, 1978, a new consultant
was hired. Dr. Evan Coppersmith, who clearly espoused
structural family therapy. She also introduced the staff
to the "strategic" therapy of Jay Haley (1976) which was
found particularly suited to LIFT's population.
Changes in the political and funding superstructure
within which LIFT operates have also influenced the nature
of the work. LIFT is sponsored by the Psychology Department
of the University of Massachusetts. The person ultimately
responsible for LIFT is Dr. Harold Jarmon, Principal
Investigator of the grants which fund LIFT. The funding
comes from Department of Public Welfare and Department of
Mental Health. The guidelines these agencies set on the use
of their funds affects the number of clients seen, the
length of service, the income level of the families, etc.
For example, there have been political and legal changes in
the responsibilities of the Juvenile Court and Welfare
Department, which have caused a change in the income guide-
lines for families, as set forth by the Department of Public
Welfare since the inception of this research. In 1977,
income guidelines restricted LIFT to seeing families with
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Title XX (welfare) eligibility; The 1978 guidelines were more
lax, permitting families of any income level to be seen by
LIFT if the family brought their child before the court.
As a result, the 1977 families (including those sampled
herein) were mostly single-parent families with mothers
receiving welfare and AFDC (Aid for Families with Dependent
Children). In 1978, on the other hand, LIFT has been seeing
many two-parent families of low to moderate income who have
brought their children to court.
Working with these middle-class families has called
for a change in emphasis. Advocacy and building of self-
esteem are often of lesser importance to these families,
who are better able to negotiate for themselves in the world.
"Strategic" interventions have been used with increasing
frequency.
One other major source of change at LIFT has been
this research project. Even before any data were collected
or results analyzed, the reading and thinking necessary for
evaluation began to show up in the ongoing individual and
group supervision for which I was responsible. In addition
to refining theories and intervention skills in myself and
others, I found myself looking at the nature of LIFT's
clinical decision-making system and documentation system.
I began to pay closer attention to how LIFT staff decided
to initiate and terminate therapy, how therapeutic goals were
arrived at and shared with clients, how some therapies
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seemed to go on interminably, without clear goals and with-
out progress. The staff also became more focused upon the
nature and quality of their work, and there was increased
study of theories and techniques. As a result, new
procedures were established for documenting work, contracting
with clients, and discontinuing ineffective therapies. Hand
in hand with these changes has come a greater feeling of
confidence and competency of the staff. Thus the process
of performing this evaluation has already helped guide and
improve LIFT's services.
CHAPTER III
METHODS AND PROCEDURES
This Chapter provides a detailed look at each step in
the evaluation process. It discusses the selection of
families and the hiring and training of research assistants.
It presents the specific questions asked of the families,
therapists, and referral agents, and the methods used in
analyzing the data.
This Chapter presents general procedures applicable to
all the families studied. The next chapter will provide
specific information about each family,, including any
exceptions to the general procedures.
Selection of Families
. A search was made of the LIFT
files for families who fit the following criteria:
1) Terminated during the period 1/1/77 through
12/31/77,
2) Not seen directly in therapy by the researcher,
3) Therapy lasting three or more sessions.
Nine families were so identified. Of these, two had moved
away from the area and were therefore eliminated from the
sample. One additional family had terminated in January,
1978 and it was included to bring the sample size to eight.
Each of these families received a letter explaining
the study and requesting their participation (See Appendix A)
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The letter was followed by a telephone call in which the
study was further explained and an interview session was
requested. Of the eight families, seven agreed to an inter-
view in their homes. The remaining family refused to be
interviewed, but did provide feedback over the telephone.
This sample is not completely random, since it excludes
cases seen by the researcher. Case distribution at LIFT is
based first upon who has available openings. Cases are
prioritized as to which seem most applicable to LIFT's
services, and which seem most in need of immediate interven-
tion. Within these priorities, therapists do have the option
of choosing cases which seem most interesting to them at that
time
.
Moreover, if a case involved a psychotic family member
or a history of psychiatric hospitalization it would be more
likely to be assigned to the researcher, who was the staff
member with most experience with such problems.
Nonetheless, there is enough randomness in the case
assignments, that the cases studied do reveal a cross section
of families seen by LIFT. Included in the sample are both
single- and two-parent families, families with different
age-groups of children, long- and short-term treatment, . and
one family with a severe psychiatric problem. For the current
evaluation, this cross-section is most important, since it
affords a broad view of LIFT's activities.
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Therapist Interview. For each of the eight families, one of
the therapists was interviewed extensively by the researcher.
Notes were taken and the interview was recorded on audio-
tape.
For three of the cases, the co-therapist reviewed the
interview notes and confirmed the opinions expressed therein.
For the remaining five cases, the co-therapist was no longer
on the LIFT staff, and was not interviewed.
The therapist was asked to identify the family members
and the referral source, and to briefly describe how the
case came to LIFT. The following questions were asked of
the therapist
:
1) According to the family, what were the presenting
problems at the time of referral?
2) What was the therapist's private diagnosis and
assessment of family problems? The therapist's
private set of treatment goals?
3) How did the therapist and family re-define the
problems and goals together? List this set of
"redefined" problems and goals.
4) How realistic was each goal? i.e., to what extent
did the therapist expect change in this area?
5) What was the reason for termination? What re-
ferrals were made?
6) What interventions seemed most important to the
treatment? What mistakes were made?
7) In the therapist's opinion, what, if anything,
has changed in the family over the course of
therapy? To what extent have the goals been met?
8) What special questions could bo asked this family
(in addition to the standard questions asked every
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family) to determine whether the treatment goalshave been met? For example, if a treatment goalwas to involve a child in activities outside the
. ,
— ^ V ^ ^ u S3 i v-it; tilt;
^^fP^^ial question would be included to findout If the child was indeed participating in out-
side activities. & u
It will be noted that the first four questions to the
therapist deal with different views of the presenting problem
and the treatment goals. The first step in assessing whether
treatment goals have been accomplished is to achieve clarity
on the goals themselves. Moreover, goals can only be
formulated in the context of the presenting problems, and
the problems vary depending on whose point of view is being
sought: the therapist's, the family's or the referral
source's. These four questions seek to determine what were
the goals of the family members and the LIFT staff, and
whether an agreement was reached to pursue common goals.
In addition to investigating the particular goals for
the particular family, these questions provide general data
about the clarity of the goal-setting process as practiced by
the LIFT staff. For these families, were clear goals for-
mulated? Were they shared with the clients? Does clear goal
setting correlate with more successful outcome? Is goal
setting an area which needs development by the LIFT staff?
The fourth question deals with how realistic were
the treatment goals. In a field fraught with ambiguity and
differences in interpretation, this question seems most
ambiguous. It is an attempt to get the therapists to
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perform a post-hoc judgment of their expectations at the ^
beginning of treatment. Clearly, the.<.edata taken alone would
be of questionable validity as a way of measuring success
for these families. Like all post-hoc judgments, it is
subject to lapses of memory and changes in point of view.
Moreover, the definition of "realistic" is unclear, and what
may be thought of as realistic by one person may not be by
another. Nonetheless, it was included for two reasons.
First, it will become a part of the ongoing evaluation so it
is important to test it here. Second, this question provides
data to assess how clearly the LIFT staff thinks in terms of
"realistic" goals, and whether these guide the direction of
therapy and the point of termination.
Question 5 involves termination and referrals. In
a short-term program, criteria for termination must be clear
and referrals are a necessary adjunct to treatment. This
question seeks to investigate these areas with respect to the
eight families and also to provide an indicator of how LIFT's
treatment philosophy in these areas is understood and imple-
mented with respect to specific clients.
Question 6 discusses effective interventions and
mistakes. It will be valuable to see whether family and
therapist agree in this area, and whether patterns emerge
across the families studied.
Question 7 is the heart of the assessment. Was there
change in the family? Did it correspond to the treatment
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goals? The therapist's opinion as expressed in this question
will be tabulated along with that of the family and the
referral source to provide the major indicator of success or
failure of therapy.
Question 8 is designed to provide flexibility to the
assessment procedure. It asks the therapist to help design
special assessment questions suited to the particular family.
This expands the power of the structured interview format
and gives the interviews added direction.
Research assistants. A research assistant, Ms. Cynthia Mono-
han, was hired to help with family interviewing. Although
she has never done family therapy, Ms .
. Monohan has had
extensive experience in informal individual therapy,
especially with adolescents. In choosing someone outside
the LIFT and outside of family therapy, it was hoped to gain
an additional perspective on the evaluation. Training of
Ms. Monohan included several hours reviewing the purposes
of the evaluation and the specific questions to be asked.
Role-play interviews were used as a final preparation. The
first two families were seen by Cynthia and myself together,
then I interviewed three families alone and Cynthia, two.
The interviewes were audio-taped, so that Cynthia and I could
review our own and each other's work during the data reduc-
tion process.
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Before each interview, the research assistant reviewed
the notes from the therapist interview in order to gain some
familiarity with the family, and to be prepared to ask
special questions most pertinent to this family.
A second research assistant, Ms. Maureen McAndrews,
was hired after all interviewing was completed. Ms. McAndrews
has been working as a part-time therapist for LIFT since
January of 1978. In that capacity, she was not involved with
any of the research families. A second assistant was needed
since Ms. Monohan had other time commitments, and could do
only part of the data reduction.
Ms. McAndrews served as a second judge for three
families, reviewing all the data and making judgments in
several areas, as described below.
Family interview
.
The interviews began with introductions.
The interviewer then explained the purposes and methods of
the evaluation. It was assumed that although some family
members might know this information from the letter and
telephone call, others might not, so the explanation was
detailed. The interviewer emphasized that the purpose of the
interview was to help LIFT by exploring and understanding
its strengths and weaknesses in working with families.
Families were told that since this was an internal evaluation,
negative criticism would not be used against LIFT but rather
would bo used to 'improve service to future families. It was
40
also explained that this reasearch would become part of a
doctoral dissertation. The interviewer requested permission
to tape-record the session, with the assurance that the
tapes would be erased at the completion of the research and
would be heard only by those intimately involved in the
preparation of the report. Confidentiality would be strictly
maintained: all information which might identify the family
would be deleted or disguised. A release form, Appendix B,
was signed by each family. The families were also informed
that upon completion of the project, a letter would be
mailed to each of them outlining the results of the study.
If they so requested, the interviewers were also willing to
return to the family's home to discuss the results.
During the session, each interviewer had before him or
her an outline of the questions to be asked, including the
"special questions" designed by the therapist. The actual
interview process, however, was not constrained to follow
this outline point by point. Rather, the interviewer main-
tained a comfortable conversation with the family members,
while checking the notes from time to time to insure that all
pertinent data were covered. The idea was to let the session
flow as naturally as possible so that the family's own
behavior and style would emerge.
When family members made generalized comments or gave
opinions, the interviewers requested specific examples.
Analyzing the extent to which opinions are backed with
examples is a major feature of the data analysis.
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Since this is a conjoint interview, the family members
can not help but influence each other's answers. The
interviewer's job was to encourage each family member to
provide his or her own opinions, and to make a mental note
of the circumstances if this did not seem to happen. The
interviewer also paid attention to the family's non-verbal
communication and to the mood and style of the household.
As soon as possible after the session, notes were taken based
upon these impressions.
When the questioning was complete, the interviewers
then asked the family members if they had any questions.
When these were answered, the family was reminded that they
would have access to the research findings, and the inter-
viewers departed.
The following is an outline of the questions asked of
each family.
I . Introduction
The interviewers are introduced and the purpose
of the study explained. The family's partici-
pation is requested in constructing a genogram
of family members living in the household. Are
there other important people who might be
included? Has anyone recently moved in or out
of the family?
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II
•
Family Problems
A. Initial Referral. How did you begin your
contact with LIFT? Who made the initial
referral? Did you feel you could say "No"
to LIFT'S services or was there pressure on
the family to see LIFT? What did you expect
from therapy? What did you hope for?
B. Family problems at first contact with LIFT.
C. Other problems or issues which emerged
during the course of the therapy.
D. Status of the problems at present. Are they
still an issue in the family? Does the
family handle them differently?
E. Other changes in the family. Have new
problems, symptoms, or "identified patients"
emerged since termination of the therapy?
III. Family Organization
How does the family handle each of these areas
presently? Have there been changes since LIFT
began services?
A. Rules. What are the family rules with
regard to curfew hours, smoking, bedtime,
friends, etc.? What chores and tasks does
each family member have?
B. Behavior of children. How does each child
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perform in the following areas: School
attendance, homework, grades, performance of
chores, curfews, respectfulness toward,
parents, fighting with siblings, illegal
behavior, i
. e
.,
stealing
.
drugs, alcohol,
disruptive at school, sexual misconduct, etc.
Discipline. How are rules, chores, and
behavior enforced in the family? Who does
the enforcing?
Family togetherness. Does family eat meals
together? How and when does family spend
time together? What are the alliances and
subgroups in the family? Do some members of
the family spend more time together than
others?
Single parent households. Where does the
parent get support and'"nourishment?" Are
there outside relationships (boyfriends,
friends, parents) which affect the family?
Do any of the children take on a parental
role? What is that like for the family?
Two-parent families. Generally speaking,
how well do you get along as a couple? How
are parental duties shared? Are you usually
in agreement or disagreement about rules and
discipline? How do you handle disagreement
and conflict as a couple?
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G. Special questions designed for this family
in collaboration with the therapist.
Therapy
A. How did you feel about having the meetings
with LIFT in your home rather than in an
office? What was positive or negative about
this arrangement?
B. If LIFT had worked out of a clinic or offices,
do you think your family would have been
willing to go for weekly meetings? Would you
have been more willing to see them in a
different location after getting to know
them?
C. V/hat stands out in your memory as the most
helpful parts of LIFT's work with you? the
least helpful?
D. Was there anything about your experience with
LIFT which felt destructive or negative?
E. What did the team do to make you comfortable
and able to talk during your meetings? Did
they do anything that made you mad or un-
willing to talk?
F. Did you feel that each family member was
equally supported by the team members? Did
thoy seem to pay equal attention to all of
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you or did any of you feel left out of the
process?
G. Was there anything about the individual
members of your team that you especially
appreciated or disliked? Is there anything
about the way either of them worked that you
think they should change?
H. During your work with LIFT, were any of you
referred for services at agencies in the
community? Did you establish contact with
these agencies? How long was such contact
maintained? Did it prove useful to you?
I. How was the decision made to stop working
with LIFT? Who made this decision? Was it
satisfactory to you?
V
. Assessment
Did you feel the interview was too long? Was
your privacy invaded? Do you have any advice for
improving the interviews? Would you have
preferred that the original LIFT team members
had returned to ask these questions? Would
you be willing to have another interview?
Referral source interview
. The release signed by each
family included permission for the researcher to interview
the referral agent. A questionnaire was mailed to each
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referral person along with a cover letter explaining the
purposes of the research and requesting cooperation (Appendix
C). A copy of the information release was also included.
This questionnaire was followed up by a telephone call, and
the questions were answered over the telephone. The
telephone-interview design was used to make responding as
easy and painless as possible to the referral agent, and thus
to insure 100% response. In fact, the referral agents were
extremely co-operative and provided encouragement for the
research project as well as excellent data on the families.
The following is a copy of the questionnaire mailed to
the referral agents. The blank lines were filled in with
data regarding the particular family in question.
'I^^trj.- family was referred to theLIFT program on by
LIFT saw the family, in their home, for
'
sessions and contact was terminated on ~
.LIFT is conducting a follow-up evaluation of our
*
services, and we have received permission from this
family to ask you some questions regarding them (please
see enclosed copy of release forms).
We are interested in your observations concerning LIFT's
contact with the family, and in any changes, positive
or negative, which have taken place since LIFT therapy
was initiated. All information will be kept strictly
confidential, and will be used to improve the quality
of LIFT'S services. Your cooperation will be greatly
appreciated
.
1) The initiating problem, as explained to LIFT was:
Was this the problem as you understand it? Do you have
any changes or additions?
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^L-i?""" """"u^
contact have you had with the family (orfam ly members; since LIFT began therapy? Please
Da^tt^nl^^M'"^?''^''''^^"^ "^^^"^^^ contact. What
about?
members do you have information
3) If you made the initial referral to LIFT, would youplease describe briefly how the family react4d whenyou suggested the referral. Which family members
seemed most interested? Most resistant? How muchpressure did you feel you had to exert on the familyto get them to see LIFT? Was there any formal agree-
M''^'^''^?'''^^'''
evaluation, etc.) between youana the family around their seeing LIFT?
4) School Personnel: Since LIFT's intervention, have
any of the children changed their status at school
with respect to absences, grades, behavior or disci-pline problems, or relationships with teachers and/orpeers? Have any of the children dropped out or re-
entered school?
5) Court Personnel: Has there been continued contact
of this family with the courts? Please explain. Havethe problems increased or decreased?
6) To your knowledge, has there been a change in the
parenting in this family? In the family's ability to
handle a crisis? Have there been other changes you
have observed in the family? Please explain.
7) To your knowledge, has the presenting problem of the
family been alleviated? Have other problems emerged?
Do you anticipate future problems?
8) What is your opinion of LIFT's handling of this
case? Are you satisfied with the work LIFT has done?
What could have been improved? Specifics will be
especially helpful here.
9) How effective was the liaison between the LIFT
staff and your agency with respect to this case? Was
there an open line of communication? Do you feel that
your recommendations and comments were taken into
consideration by the LIFT staff?
10) Can you add anything else which will help LIFT to
critically examine its services to families? Praise
is always welcome, but constructive ci'iticism will help
us learn and improve our work.
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Pr_eliminary Data Reduction
. There were several steps taken
to prepare the data for final assessment. A transcript was
made of the family interviews. From the transcript and tape,
the interviewer prepared a written, ordered, list of the
family's answers to the interview questions. The interviewer
also wrote-up his or her general comments and observations
-
about the family. From the tape and transcript, the inter-
viewer also prepared the answers to the following "interpre-
tive questions".
1) Did any family member seem to present a biased or
one-sided report. If so, to what extent and in
what direction?
2) To what extent are opinions backed by specific
behavioral examples so as to vouch for their
authenticity? Is the behavior in the session
congruent with the verbal claims?
3) V/as a redefinition of the problem (if attempted)
successful?, i.e., does the family present the
problem in a different way from their original
presentation to the therapists?
The purpose of these "interpretive questions" is to
support the validity of the assessment by judging how honest
and accurate the family members have been in their answers.
There are many reasons why a bias might appear. Gratitude
for a job well done may lead family members to minimize or
overlook negative aspects of the therapy. Such a bias might
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even be at an unconscious level if. for example, family
members needed to believe themselves "O.K.- so badly that
they would deny evidence to the contrary. Bias in the nega-
tive direction is also possible. For example, when there is
a personality conflict with the therapist, positive aspects
of the therapy may be neglected or dismissed. A family
seeking further services might also seek to emphasize their
unresolved problems. Thus the interviewers were prepared to
look for evidence of bias and to ask follow-up questions if
necessary
.
If, on the other hand, a family can back-up its
opinions with concrete examples and demonstrate the verbal
claims via behavior in the session, then their responses
are more believable and the evaluation more valid.
The third question, regarding redefinition of the
problem, reflects an aspect of change which may not be
visible to the family: It asks the interviewer to assess
whether family members have changed their point of view or
way of understanding the problem as a result of LIFT's inter-
ventions. The family therapy done by LIFT most always seeks
to redefine problems in ways that are less blame-oriented and
more open to solution. However, it is not always a goal of
LIFT that the family become aware of these changes. (To do
so might, for example, be blaming certain family members for
previous wrong-thinking). Thus family members may not be
aware of some changes in their point of view, or may not
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think to report them. By comparing the referral problems
reported by the therapist with the family's interview data,
the interviewer makes a judgment of the extent to which a
re-definition of problems was successful.
For example, upon LIFT's entry, a family may see
themselves as having only one problem, a "bad" teenager. This
'
original view of the problem would be documented in the case-
notes. Rather than accuse the family of "scapegoat ing"
,
the therapists may accept the family's definition for the
time being, and guide the therapy so that other problems
emerge and are more or less solved. At the time of the
research interview, the family's report of the initial pro-
blems may be different from the one they originally presented
to the therapists. It may include several problems rather
than focus completely on the teenager. Such a situation
would lead the interviewer to state that redefinition of
problems was successful.
After the interviewer completed the answers to the in-
terpretive questions, the tapes and transcripts were then
given to the second interviewer, or, if there was only one
interviewer, to a second judge. This person also received
a copy of the family's answers as prepared by the first
interviewer, however he did not receive a copy of the "obser-
vations" or the "interpretive questions". The second person
checked the write-up of the family's answers against the
transcript and tape for accuracy and completeness, and
51
independently prepared his or her own version of "observa-
tions" and "interpretive questions."
At this point for each family, there was a folder
containing :
^
1. A cassette tape of the family interview.
2. A transcript of the family interview.
3. The responses of the family organized in the
format of the research questions prepared by one
Judge, checked by another.
4. Two independent sets of "observations".
5. Two independent sets of "interpretive questions".
6. A cassette recording of the therapist interview.
7. Notes taken during therapist interview.
8. Notes taken during referral source interview.
These data were used to perform the final
assessment and evaluation. The data were used in two ways.
First, there was a series of steps leading to a judgment of
"success" or "failure" for each family, and, second, there
was a general evaluation of the overall program.
Formulation of Outcome Judgments
. Each family was judged a
"success" or "failure" by the researcher and one other judge,
based upon 5 criteria. The criteria were each considered
separately, based upon all the data available. Then the
5
Complete data was not available for some of the cases
studied. Specific omissions are detailed in Chapter V.
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criteria were looked at jointly and the final judgment made.
There is no mathematical formula, or weighting schema for
making the final judgment, for it is, in the final analysis,
an opinion. The 5 criteria provide an organized method for
compiling and evaluating the data thus leading to a more
reliable judgment (more likely to be arrived at by several
judges using the same data) and a more valid judgment (because
it is based upon a comprehensive review and ordering of the
data)
.
The criteria are as follows:
^' Concurrence of data : To what extent was there
agreement/disagreement among the various sources
of data (referral source, therapist, client,
interviewer's judgement)? Is the difference
one of emphasis or of content? Is it factual
material or opinions and interpretations? Is it
the result of differing agendas?
2. Pre- post change : Were there changes? Did they
fulfill treatment goals? Were the changes attri-
butable to LIFT?
3. Family organizatio n: Is there a clear hierarchy
of parental authority, (i.e., can the parents
establish rules, maintain discipline, set effective
limits, and follow through with effective conse-
quences)?. Are generational boundaries clear (i.
e., do parents behave like parents and children
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behave like children? If children are asked to
assume parental roles, is this done in a clear and
limited way? Is there an absence of cross-
generational coalitions?). Are there clear boun-
daries with the extended family and outside world
(i.e., can the family maintain its integrity and
govern the entry and impact of family, friends,
neighbors, workers from agencies, therapists, etc.?).
Has there been change in any of these areas?
4. Referrals: If a referral was made to another agency
was it carried through?
5. Societal criteria : Have there been continued
reports of illegal behavior, truancy, runaway,
drug/alcohol abuse, etc.?
Each of these criteria will be discussed in turn. The
first indicator, "Concurrence of Data", serves as a relia-
bility check. If the various data sources agree upon the
outcome, then an assertion about outcome can be made with
confidence. However, as Cromwell et. al. (1976) points out,
such agreement should not always be expected. When disagree-
ment occurs, the judge reviews the data to understand the basis
for the difference. Sometimes disagreement as to outcome
is due to differing agendas for change or differing "calibra-
tions" as to how much change is sufficient to indicate success.
If the family is shown to substantially meet the treatment
goals, an area of dissent can be overlooked. If the differences
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between sources can not be satisfactorally explained, then
other judgments about the family should be made cautiously
and conservatively.
This indicator also has value for the more general
qualitative assessment. It may highlight areas for further
consideration and study by the clinicians. For example it
.may point to a clinician's "blind spot" towards certain client
or situations; or it may reveal inadequate coordination
between therapist and referral source.
The second criteria is the presence of change in the
family. Of the five, this indicator has the most face-
validity. The more the family has shown positive change over
the course of the therapy, the more the change has been along
the lines of the treatment goals, and the more the change
can be attributed to LIFT's intervention, then the more
reasonable it is to claim the therapy as a success. It
should be noted that this indicator has not been defined
according to the presenting problem but rather according to
the treatment goals, since the LIFT team is often in a
position of "redefining" goals with a family in order to
avoid unsolvable problems, and to avoid the blaming and
scapegoating of family members.
The third criterion, family organization, is harder to
define. It involves changes, and thus is similar to Item 2.
However, it is particularly concerned with issues and goals
which are pertinent to LIFfs target population of chaotic.
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disorganized families. Most families seen by LIFT require
changes in the areas mentioned: They have need of an improved
hierarchy of parental authority and clearer generational
boundaries and boundaries between the family and the outside
world. Nonetheless, this indicator has been purposely kept
separate from Item 2 above. The reason is that this area is
the only one which can be clearly evaluated at the beginning
of therapy, even before all the goals are finally set. Thus,
focus on this area post-therapy provides the data for
important contrasts. To the extent that LIFT is moving
towards a structural therapy model, this data on family
organization becomes increasingly pertinent. To the extent
that this indicator looks at information pertinent to all
families it is an attempt to set normative guidelines for
LIFT'S population. As such it is subject to exceptions
when an individual case does not fit a typical client pattern.
The fourth indicator is tied to the short-term aspect
of LIFT'S interventions. LIFT's mandate is to get clients
into more traditional services, thus freeing up its waiting
list for more families. Considering the population involved,
LIFT should be able to claim success when a family follows
through on a referral, even if the family still has many
problems. (This is unlike some other evaluation systems which
consider further need for treatment as a sign of failure.)
The fifth indicator speaks to LIFT's role as a moral
force in the comjiiunity. The category includes both illegal
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and objectionable behavior such as stealing, incest, child
abuse, drug/alcohol abuse, truancy, runaway, etc. Even if
these behaviors are rejected as goals for change by the
family (as when a mother condones the truancy of a child
in order to receive help at home) they remain the goals of
the LIFT staff in most cases. There may, of course, be
some specific exceptions, as when a child's running away
from home is seen by LIFT as a coping strategy, and the child
is guided into foster placement.
Qualit_ative analysis. In addition to the specific judgments
made as to outcome of these families, a more general analysis
of the data was performed by the researcher. Since the
evaluator was also in the role of supervisor and therapist,
input to this analysis came from many sources. Ideas and
questions suggested by the research had an influence on
the handling of ongoing therapy cases. These ongoing cases,
in turn, added an increased understanding to the analysis
of the research families. LIFT staff members were actively
involved in this interchange of ideas. Although only one staff
member, Maureen McAndrews
, had actual access to research
data, all the staff participated in discussions regarding
ideas relevant to the research. This took place in informal
meetings and in the context of regular supervision and case-
conf erenci ng
.
Many areas were investigated in the qualitative
analysis. Among them several stand out as salient. Parti-
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cular attention was paid to the process of goal setting and
treatment planning, since specific, testable treatment
plans and goals and accurate, comprehensive documentation are
necessary to this evaluation design. Attention was paid to
discovering which treatment factors seemed to correlate with
success in therapy. Finally, each aspect of the evaluation
procedure was reviewed to assess its accuracy and efficiency
in producing valid, worthwhile data.
CHAPTER IV
THE FAMILIES
This chapter provides a sketch of each family, includ-
ing a sampling of the original data, and presents the
results for each family as a separate experiment. (Chapter
V will discuss overall results compiled across the eight
families
. )
The presentation of the research families is not a
complete or comprehensive catalog of the original data, but
rather serves to highlight points most relevant to the
research. Information is included when it demonstrates an
aspect of change in the family or reveals the effects of the
therapists' interventions on the outcome of the therapy.
Information has been altered or disguised to
protect the anonymity of the clients. The real names of
LIFT staff therapists have also been omitted from this
document and replaced with pseudonyms, since the objectives
of the research did not include making a detailed study of
each therapist as an individual. The possible effects of
therapist factors are discussed in Chapter V.
Similarly, the names of referral sources have been
omitted. Mention is made instead of the type of agency,
e.g., school, probation, etc.
58
59
Table 1 provides an overall look at the research
sample. Of the eight families asked to participate in the
study, comprehensive data are available for seven. Data are
less complete on the remaining family which allowed only a
telephone interview. However, there is sufficient informa-
tion on this family to draw outcome conclusions.
Information for each family is presented using the
following format: An introduction section presents an
overview of the data collection process for the family. it
identifies the data sources, dates of data collection, and
any pertinent information regarding procedures unique to the
family. The second section, referral
, presents information
regarding the entry of the LIFT team into the family. The
third section, presenting problems
, outlines the problems
and case formulations, as described by the various data-
sources. It reveals the extent to which these sources
agreed to a common set of "redefined" goals. The fourth
section, present update
, reviews changes in the family as
described by the data-sources. The fifth section, the
therap_y;, looks at specific therapeutic interventions and
procedures which proved to be particularly beneficial or
detrimental to the outcome of the case. The final section,
data analysis and conclusions
,
presents the results of the
"interpretative questions" regarding family bias, the use
of concrete examples, the congruency of behavior in the
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session with verbal claims, etc. This section then presents
the five criteria for assessing outcome, as analyzed by the
researcher and one other judge. Finally, an overall
determination is made as to the outcome of the case.
The "Edgar" Family
^Kathy
j
Figure 1, Genogram of the Edgar family.
Introduction
.
This family consists of the father, Jeff;
mother, Marion; and two daughters, Kathy and Lilly. They
were referred to LIFT by the mother's sister, who works as
a therapist at a local social services agency. Presenting
problem was that the older daughter was having much
physical illness and nightmares, and that she was picking
on her younger sister. Also mother and fatlier were
constantly fighting and arguing. The family was seen by
62
Greg and Alace under a contract for eight sessions.
Therapy occurred September through November, 1977.
Alace was interviewed in March 1978 and her responses
were later reviewed and confirmed by Greg. The family was
interviewed in March, 1978. Jeff and Marion were present
for the interview, the children had gone to bed.
The referral source was interviewed by telephone in
May 1978. Additional data was available from the referral
sheet and case notes, which were, however, rather scanty.
Both J.K. and CM. interviewed the family, and both
independently answered the "interpretation questions" and
made judgments of the five criteria for outcome.
Referral
.
The initial referral sheet lists two problems:
(1) Kathy was having many somatic complaints and was
"picking on" her younger sister, and (2) Jeff and Marion
were arguing "furiously" and "viciously". On this sheet it
states that the referral source considered the two problems
interconnected and believed that family therapy would be
the treatment of choice. The referral agent was Marion's
sister, who is employed as a therapist at a local social-
services agency which works closely and cooperatively with
LIFT. After making the referral, the sister had no further
contact with LIFT about this family until requested to
give feedback for the evaluation.
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In the initial referral, the sister stated that
several previous attempts of the family to get therapy had
fallen through at the last minute when the family backed
out. She felt that the children were suffering greatly
from the parents' arguing and that an in-home approach
might be effective since the parents would be more likely
to follow-through.
In the research interview, the referral source
described the family's reaction to the referral: She said
that Marion wanted the referral and wanted therapy but
still felt hesitant and afraid. She said that Jeff was
reluctant and agreed only because he thought the family
was on the road to splitting up. During the family inter-
view Jeff indicated that the family chose to enter therapy
without coercion: "We did this on our own." The referral
source, however, provided some information about family
pressure. She said that before therapy Marion would, in
times of crises, call all of her relatives and cry and
complain and ask advice. She also made suicide threats.
At some point the relatives got together and decided to
stop counseling Marion over the phone, and insisted that
she seek professional help for her family.
Presenting problems. According to Alace, the marital
problems became obvious ten minutes into the first session,
and when the therapists focused on the marriage "they were
64
an
very ready for that." "It was like the children were
excuse to have us there." According to Alace, Marion's
gripes were that "Jeff was not home very much, didn't help
very much or offer any support, that he didn't listen or
show emotions." "It became obvious that she felt
unattended to, in terms of sexual life." "Marion was
especially upset by Jeff's violent temper." "She said he
had tried to choke her to death several times." According
to Alace, "Jeff's major complaint was his wife's drinking."
"Marion had her arm in a sling from an auto accident 'under
the influence' and had lost her driver's license."
At that point the therapists' private diagnosis of
the family was that: "Both had low self esteem and looked
to each other to fulfill what they lacked in themselves."
"Marion was so dependent upon Jeff that he felt smothered,
overwhelmed, and unable to respond to her needs." "The
family used somatic complaints as an expression of feelings,
and to get attention from one another and from the extended
family." (When LIFT entered, in addition to Marion's
broken arm, Jeff had a limp from a fall from the roof and
the kids had many physical symptoms.)
The therapists believed that underneath the fighting,
the parents cared for each other and that there was a
solid basis for the relationship. Based on this belief,
they formulated several goals for the therapy. First was
a redefinition of the problem. Rather than Marion's focus
65
on her husband's temper or Jeffs focus on his wife's
drinking, the therapists' goal was to have the couple see
the problem as "how they related to one another." A second
goal was to raise the self-esteem of both individuals and
to get Marion to be less dependent upon Jeff while Jeff
became more dependent upon Marion so that there would be
more equality in the relationship. Another goal was to help
the family become more accepting of therapy so that they
could be referred to longer-term therapy at a clinic.
As reported in the family interview, the couple's
view of the problems was quite similar to that of the
therapists' and referral source. They reported that at
first contact with LIFT they each had very different views.
Remnants of that difference seemed to be still present at
the time of the interview:
J: My problem wasn't communication...
Oh yes it was communication.
It was to you, but my problem was...
My drinking before, and stuff [pause,
then more softly and thoughtfully] and
and it was communication too, and there
was a lot to talk out.
However, both seemed to have accepted that they were each
bothered by different aspects of the same struggle that
resulted in their "tearing each other apart." The following
excerpts, taken from various points in the interview,
illustrate the couple's shared view of the problem:
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The same arguments [were] going on
each week, if you had a tape you
could play the same thing every
week.
M: We used to just, you know, go tobed and sleep and next morningjust pretend that nothing had
happened
.
J: They pointed out that I had the
"What if's." We got so accustomed
to someone doing something that
we thought that they were going to
do it whether they were going to or
not. Like if she went out and came
home I would assume she'd been
drinking, and the same with her...
She assumed I was going to be mad
at her even if I wasn't going to
be mad at her... and when she'd
come in the door she'd be ready to
fight anyway.
M: They also said that we sort of
degraded ourselves, and we were
like, nothing in a way— then we'd
go back to fight with each other
and say, well, "you did this," "I
did that," and fight back and forth.
Actually, nobody's better than
anybody else, really, and if you
can talk things out and realize
what you are and do whatever you can
do about it— [Jeff] always said that
he could never do anything
—
you
know, he can't do this and do that,
and I think they kind of made him
realize that he could do more
than what he could, and me too.
Both parents also expressed concern about the effects of
their conflicts upon their children, particularly on their
oldest daughter, Kathy.
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Later in the interview, Jeff explained that he
entered therapy with "the wrong attitude": "I thought
they were going to help the drinking problems, and they
pointed out they were not going to help the drinking
problem; they were going to see where our troubles were,
and then they figured that would help it on its own . "
He admitted that had he known initially what their approach
would be, he would have said "no." The therapists
corroborate this. They found it difficult to redefine
the problem: "Marion was more responsive to the
redefinition than Jeff. Jeff kept coming back to 'well,
if she'd just stop drinking.' I think we had to work
very hard to have them accept the redefinition."
Present update. In the family interview, both parents
said that their communication is much improved. They are
now able to talk things through rather than keeping
them in until they explode in a fight. Whereas before
therapy they fought almost v/eekly, they have had only
one major fight in the past four months, and that one
they were able to talk about and clear the air the next
day
.
Marion also stated that they were able to deal with
small annoyances with more humor than previously. She gave
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an example of a "flopped cake" which gave them all a good
laugh, rather than upset her as it might have done
previously
.
In preparing for this interview, the therapist
'
suggested several special questions for this family, as
indicators of positive outcome. Most important was "do the
family members present themselves as liking themselves?"
The interviewers perceived a sense of self appreciation and
mutual respect in both parents, although Jeff's self-esteem
seemed more vulnerable than Marion's. There was a marked
pride in each other: "I'm proud of her and I'm proud of
the kids" said Jeff. "He's done a wonderful job, so far,
so why complain," said Marion, "and I've done a wonderful
job, so far, so why complain."
It was questioned whether drinking or temper has
re-emerged as a problem. In talking about drinking there
was some defensiveness on both sides. "He doesn't want
to accept that I've stopped for quite a while," said Marion
Jeff said she wasn't drinking, but admitted that it is hard
to trust when "you've been through it so many times." It
appears that the drinking problem^ per so has subsided, but
that the fears around it were still alive for each of them.
In discussing their family, both parents took every
opportunity to talk with pride about thoir two children.
They volunteered stories about them f ror ' throughout the
interview. They see the two girls as di.. Linct and special
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little people. The older girl, Kathy, they see as the
more "emotional" of the two, "having been through war
with us." She is easily upset, but also swings to happy
and gay moods. The younger child, Lisa, they see as
resilient and courageous, having gone through many opera-
tions since infancy, without complaint. She is seen as
the tougher of the two children, less affected by changes
or conflict. She is "my boy" said Jeff.
Neither parent perceived any discipline problems with
the children; they are both "fantastic." Marion perceived
Jeff as "spoiling" the girls at times, while occasionally
Jeff saw Marion as being too severe. Yet, although the
parents had some differences in their style of discipline,
Marion agreed that Jeff would "put his foot down" when
necessary, and it was clear that Jeff was proud of his
wife's ability to control the children.
Unlike many families LIFT sees, organization, rules
and responsibilities were very clear in this family, and
no essential changes were made due to LIFT's intervention.
In Jeff's words: "Things are so organized now, you couldn't
organize it any better." Each parent has distinct
family responsibilities. Jeff is "boss" of the money and
Marion runs the house. "The man is the boss to me" said
Marion, "but I like my independence too." "We share"
added Jeff.
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Another special question involved family togetherness.
Avoiding arguments had resulted in their avoiding each
other. Both parents claimed to talk more with each other
now and do more things together. Yet they both felt that
they still don't spend enough time together. Jeff works
days and several nights a week; however, the weekends are
spent "as a family". They are looking forward to camping
together in a new van which they are currently saving their
money to buy. They also mentioned shopping together, going
to baseball games, skiing, and going out visiting relatives
as a family. This couple seems to lack extensive contacts
with people outside their marriage. Marion has a "best
friend" who is close, but Jeff felt he, didn't "really have
anybody close". "I'm at the point now that the only thing
that counts is my wife and two kids. Everything else is
way down the line," said Jeff.
Another special question involved Jeff's job. He was
dissatisfied, and it would be a positive step for him to find
a new job. In fact he has not changed jobs, and is still
somewhat dissatisfied. These areas were not pursued further
in the research interview.
Alace was interviewed extensively about the family and
Greg verified her responses in a brief interview. The
therapists' opinion was of a highly successful outcome and
agreed in specific details with the reports of the couple:
i.e., that there was a general rise in the level of self-
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esteem and pride, a marked decrease in drinking, and temper
problems as well as fighting, and a better level of
communication along with mutual interdependence rather than
infantile dependence and withdrawal.
The most striking confirmation of success in this
case was provided by the referral source, who stated that
the changes in the children have been dramatic. According
to her, the family had been close to splitting up prior to
therapy. The mother was sharing her burdens with her
children. The oldest child especially would cling to other
adults and say such things as "I wish I could stay with
you—
I wish you could be my parents". Now the children are
less tense and are quite happy to return to their own home
after a visit. The mother is not making panic crisis calls
to friends and relatives, and has not threatened suicide.
The referral source believes that there is still room for
improvement, however, the family is functioning at a much
better level. Jeff even called her and thanked her, and
said he had been "made a believer", an action which hereto-
fore would have been uncharacteristic of him. Thus, overall,
the referral source was extremely satisfied with LIFT's
intervention
.
The therapy
.
The couple provided comprehensive feedback
about the therapy process and the therapists. They both
agreed that home visits made a big difference to them. Jeff
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would not have gone to a clinic in the beginning; "it's
hard enough to talk right here, never mind going someplace
else and talk." Jeff said he might have been willing to go
to an office after several sessions when he'd gotten to
know the therapist. Both parents were enthusiastic and
appreciative about the therapists: "They were fantastic,
.really super." They saw the therapists as intelligent and
skillful. Alace "came up with brain-storms every once in
a while" and Greg had the ability to "dig things out", to
get Jeff talking, which he admitted was hard to do. Jeff
felt that the therapists worked well together as a team.
The couple saw the content of therapy as involving
the development of new understanding in their relationship,
they saw the therapists as continually pointing out aspects
of their relationship and behavior which they had been
unaware of. Therapists pointed out inequality of relation-
ship: "That I was way up here, you were way down there,
we had to get even" said Jeff. They underlined the tendency
of the couple to "degrade ourselves". "We had to realize
that nobody is better than anybody else", said Marion. Both
agreed that it was especially important that they realized
that they were accusing each other without grounds. The
couple also appreciated the therapists' ability to make them
comfortable and able to talk, and to stop to think about
what they were doing.
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Both parents would have liked to continue longer with
LIFT, which terminated after the eight week contract period.
They felt, however, strong enough to "go it on their own"
rather than accept a referral to an agency for longer-term
family work. The only criticism either could muster was
that the therapists were always so task-oriented and "in a
rush". "If you went off the subject a little bit, they'd
get you right back on." The couple would have appreciated
a little more time to socialize with the therapists as
people
.
Data analysis & conclusions
. Both J.K. and CM. separately
answered the "evaluative questions" for this family. There
were no significant disagreements in their responses.
Jeff and Marion both had very positive feelings about
the therapy and the therapists, thus any bias would be
towards presenting a more successful outcome than actually
occurred. However, it did not seem that there were large
distortions or exaggerations which would affect the validity
of the interview. The couple understood that negative
criticism was important, and, in fact apologized for not
having any. Jeff explained that if there had been negative
criticism we would have heard it: "I can really complain
too, I'm a complainer." Opinions were backed up by concrete
examples all through the interview. There were examples of
how the parents used to act before therapy and of how they
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treat each other now.
The interview itself was a sample of the couple's
behavior, and the many interactions which took place between
Jeff and Marion were especially revealing. It appeared that
this interview was. for them, a rating and re-evaluation
of their relationship, and, as such, an emotional event.
Fears and insecurities were revealed in the pattern of
communication. For example, each spouse often turned to
ask the other's opinion first, as if to be sure the other
would be honest and not just "go along". At highly charged
points, such as the conversations about drinking, Marion
would sometimes ask Jeff for an opinion then interrupt
him halfway through and finish his sentence for him. The
questions about quality of relationship, togetherness, and
trust, were especially pertinent to them. In this sense,
the interview became a therapeutic experience for the couple,
giving them a forum to re-evaluate and talk about issues
and fears which they had not addressed so directly since
therapy was terminated. Despite the nervousness and the
need to check each other out, both parents seemed pleased
with themselves. They were obviously proud of how well
they were doing since LIFT's intervention. This was
revealed in the way thoy were each able to praise them-
selves and each other, and also able to tease each other
about "bragging".
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Both interviewers agreed that the family session
produced more than sufficient evidence for positive change.
Redefinition of the problem from the daughters to the
marital conflict happened immediately. Redefinition from
drinking/temper to the need for self-esteem and mutual
support took longer but was successful. The couple now
talks through problems rather than fighting or escaping
through work or alcohol.
In reviewing the data, both interviewers also agreed
that the changes in this family are directly attributable to
LIFT'S intervention. There are two sources of evidence for
this. First, there were no other major changes in the
family's environment or structure other than those provided
by LIFT. (For example, no changes of job. births, deaths,
other therapies, major moves, etc.) Second, the family
provides many examples of changes tied directly to LIFT's
interventions. (For example, LIFT suggested that they each
check out what the other was feeling rather than jump to
conclusions, and the couple is indeed doing just that
according to their report.)
The following is a review of the five criteria for
judging outcome of therapy with this family:
1. Agreement of sources
. There is complete agreement
from all sources that there has been a substantial
positive change in the family.
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Presence of_change^ There was positive change
which fulfilled the majority of treatment goals.
Family organ izat i o_n^ There has been an increase in
family togetherness, and a decrease in violent
arguments. According to the referral source the
mother had been using her eight year old daughter
as a confidant, and that has decreased since the
therapy. This change, along with evidence of
better communication, points out the strengthening
of the parent/child boundary in the family.
Referrals^ The LIFT team suggested that the
family continue in longer-term therapy at a clinic,
The family declined, while promising that if
things got bad, they would seek further help. The
intensity and therapeutic nature of the research
interview suggest that this couple could benefit
by a growth-oriented couple's therapy. However,
since the family seems to have done very well on
their own, this lack of follow-through should not
be construed too negatively.
Societal criteria .There has been an abatement of
alcoholism in the wife. There has been a decrease
of problems in the older daugher, including less
desire to escape her home. Other areas of socie-
tal norms and judgments were well functioning
before, during, and after therapy.
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Overall, four of the five criteria are definitely
positive and the remaining one, while negative, is not
strongly so. Thus this therapy seems unquestionably a
success.
The "Mendel" Family
Divorced
7 years
Oscar Robert Stephen Wayne Greg
16 14 12 10 7
Figure 2, Genogram of the Mendel family.
Introduction
.
This family consists of the mother, Diana,
and 5 sons. They were referred to LIFT by a worker from a
local social-services agency who had been working closely
with a neighboring family. The presenting problem was that
Diana was having trouble managing her children, especially
her oldest son, Oscar, who was also a truancy problem at
school. A male-female co-thorapy team consisting of Alace
and Roger saw the family in their home from 10/76 through
5/77 for a total of 21 sessions.
Alace was interviewed in March, 1978. At the time of
the therapy, Roger was a student-intern with LIFT. He no
longer works for LIFT, and was not interviewed. The family
was interviewed in March, 1978. Diana was the primary
respondent. She chose a time when the children would be at
school. Oscar, however, was home since he had been sus-
pended from school. He participated briefly in the inter-
view. The referral source was interviewed by telephone in
May, 1978, as was the school guidance counselor who had
worked cooperatively with LIFT and the family. Additional
data were available from extensive case-notes. These notes
tended to be session-by-session desci'iptions of events and
interventions, rather than cohesive case formulations and
treatment goals.
•J.K. interviewed the family and audio-taped the
interview. When all data had been gathered, M.M. reviewed
the transcripts, notes and tapes; and made independent
judgments of the interpretive questions and criteria for
assessiong outcome.
In analyzing the data, substantial disagreements were
found among the reports of the various respondents, thus
it became important to investigate differences in agenda and
goal-setting in order to clarify the differing reports of
outcome.
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Referral. This family was referred to LIFT by a social-
services worker who was involved with the next-door neigh-
bor. Diana already knew something about LIFT, since the
team was involved with other families in the large housing
project where she lived. According to the referral source,
Diana sought help and was relieved to have been referred to
LIFT. In the research interview, Diana confirmed that she
asked for the referral. The referral agent did not maintain
an ongoing contact with this family. However, she worked
closely with other families in the housing complex and was
kept abreast of the family's standing within the complex
from the neighbors. From before the referral and up to the
present, the local school system has maintained an active
involvement with this family. At the time of referral, the
LIFT intervention was included as an ingredient of the CORE
evaluation for Oscar. At the time Diana was also partici-
pating in a therapy group for divorced women. There was
little or no liaison between LIFT and this group therapy,
although Diana continued to attend.
Presenting problems. The referral sheet states that Diana
was having trouble managing a household of 5 boys, espe-
cially her oldest son, Oscar, who was "hanging out" with a
gang in the housing project, smoking dope, and doing poorly
in school.
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In the family interview, Diana immediately identified
the problems Oscar was having with the school system.
"He was going to school at the time and
^hl'^f.^'^VS^'' "^^^y ^^P^ suspending himt en they'd put him on a black-list wherehe d get suspended for something the other
1 rJ^'.Z
l^dy recoLended L?Jt
I called LIFT to see if we could deal withhim a little better."
It was obvious that Diana was angry at the way the school
system was handling her son, but she focused ultimately on
Oscar as "having problems." She said she hoped that
"if there was a big problem with Oscar we
could find out what it was and deal with it."
According to Diana, Oscar has no interest in being counseled
Oscar wasn't cooperative at all with them
or any other counselors that he's seen Hedid get mad at them and insult them. I getterribly embarrassed..! don't know if it'sbecause of me. You see I had a nervous break-down. They sent me to [a psychiatric hospitalmj Greenfield when he was very little, and he
resents counselors.
Oscar's resentment of counseling is evident also from the
case-notes wherein he was quoted as saying he had no desire
to have anyone "look inside his head".
Other problems were also mentioned by Diana having to
do with coping with her 5 sons. She had trouble saying no
to her children, who would "take advantage". Similarly
she had trouble saying no to other residents of the housing
complex who would borrow money with no intention of repay-
ment, come in and watch her T.V. set, and treat her house
as an open mooting place.
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The school system had a somewhat different view of
the problem. The school social worker has had extensive
contact with the family i„ connection with several of the
sons. He reported that from the school's point of view
the problem was Oscar. „e saw the goal of the theraoy was
to Change Oscar: "in ,ome way control him, show him the
error of his ways".
The therapists' private formulation of the case, as
interpreted from the case-notes, contained a variety of
hypotheses. Diana's psychiatric history of depression and
her maschochistic involvement with two former husbands led
to a formulation of repressed anger and guilt. Oscar was
also seen as containing a well of guilt and anger. it
remains unclear from the case-notes what kinds of changes
were expected in this area. Rather, the emphasis was on
methods: "reaching" Oscar, "helping" Diana.
Behaviorally, Diana was seen as needing assert iveness
training, so as to be able to say no to her children and to
many neighbors who violated her family's space.
Another diagnosis focused on Oscar as a "parentified
child" who had received the injunction to become the family's
savior by going to college. According to this formulation,
Oscar's problems at school were his way of escaping from the
burden of this role. Staying home from school also allowed
him to "protect" his mother, who could not stand up for
herself in the housing complex. The children's misbehavior
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was also seen as possibly serving to keep mother out of
her depressions, and was thus functional to the family.
Finally, the interface between family and school system
was seen as needing serious repair work, as the school had,
it seems, given up on trying to provide services to Oscar
and were more concerned in protecting other children in
school from his misbehaving and tough-guy bullying.
The goals of therapy, as stated in the therapist
interview, were to
engage Oscar in family or individual workget mother to be less depressed, to do indivi-dual work with mother to get to her anger toencourage activities for mother outside the hometo have mother take charge as a parent i eprovide clear messages, consequences,
and follow through, to help her become more
assertive with neighbors, and to get the schoolpersonnel to have more energy for the childrenm the family.
There is no mention in redefining goals in the case-
notes nor is it clarified in the therapist interview. At
several points during the 8 months of therapy, sessions were
scheduled to "clarify goals" but the case-notes do not indi-
cate that such clarification was successful. In the thera-
pist interview it is stated that the family "passively
agreed to the treatment goals but showed resistance to any
real change", and that Diana "vacillated between accepting
and rejecting the therapists' definitions of the problems".
Present update
. Alace reported this as a "most frustrating
case." "Therapy goals showed only a slight change; there
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was so much time and energy spent for small to moderate
results". However, when asked about specific changes, the
therapist mentioned that Oscar and Diana seemed to "communi-
cate better", Diana was somewhat more assertive, and there
had been no further reports of problems from schools or
courts. At the time of termination, collateral work with
the school had gotten Oscar into some special programs; how-
ever, Robert, the second son was having more problems with
fighting at school. At termination Diana's depression had
been somewhat alleviated but was still evidenced in her
tired, gaunt expression and passivity. She claimed better
control at home but did not show it behaviorally in the
therapy sessions.
The school social worker was interviewed two months
after the family interview. He presented a negative evalua-
tion: "In terms of the main referral
, . .
.
[the mother's] "
ability to deal with her oldest son, I don't think there is
much change. Now that [Oscar] is 16 there is no longer the
problem of forced attendance at school. We've eliminated
the problem— he's dropped out." When asked about other
aspects of the family the social worker mentioned that two
of the other boys in his school were doing very well;
Stephen was on the honor roll and Robert was succeeding in an
alternative program. He said that Diana "seems better at
coping with life in general," and added "I think a good part
84
Of it is probablv that [Oscar]
.3 no longer a proMe. to .orbecause he is no longer in a situation where he has to
attend school."
The original referral agent gave a .uch more positive
response. She had not had direct contact with the fa.ii,
but was seeing several neighbors and thus heard the gossip
about everyone's children in the housing project. According
to her, before the therapy there were often reports of the
Mendel fa.iiys children getting into trouble of one sort
or another around the complex, whereas after the therapy
there were no more reports of problems.
Diana gave a detailed report of the changes in her
family. It included an impressive assortment of positive
Changes. The only exception being that Oscar continued to
miss school; either he cut classes or he was suspended for
the slightest infraction. (At the time of this interview,
Oscar was about to turn 16 and leave school). Changes in
Oscar included better communication with his mother:
For a while it seemed like him and me justweren't communicating. if we did, it was
arguing.
. .Now I think he gets along better
with me he'll sit down and tell me what
some kids did, or what's going on at school.He s much friendlier, he laughs, he jokes
with me.
Diana said that Oscar had also changed his attitude:
He's getting a little smarter about some
things. Last year he thought this place was
marvelous. I wanted to move but he didn't
want to. Before ho envied them. lie thought
that they're all on welfare, not working,'
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?err?fic ''Vl..'''' ''""^^^^ ^^^-^ was
thar-th;,. I he told met they make me sick. All thov do ic:get drunk all the time. They're'Lt^great l was worried that he was froinn-to end up living here because he ^nvfe^
'
Diana also described a number of changes in herself.
She has learned to say no:
came'i^ iTrT/ pll,Te%Zlll fak" ZOf me and there-He^omp y^ n'he?e^'"^T
^h.t''^
With it, I'd sit theL... things' iket at have changed. My attitude's changedI'm a lot better than I was... As ?ar Klending things too. I used to get awfu?mad at myself, you know, I'd lend somebodvmoney when I didn't hav4 it myself fd ^get headaches too, you know, I guess'beine-mad at myself..
.1 think its because I
^
was pretending—going around smiling whilethinking in my head something altogetherdifferent
— they've gotten better too.
Diana was able to talk specifically of chores, rules,
curfews, and punishments for each child, and felt she was
in charge. She is now able to say no to them more easily,
and feel less guilty about it. Diana attributes the changes
to the therapists:
I used to care more if the kids pouted and
stomped their feet like they hate me.
Especially with [Oscar] because he used tothreaten to run away. It doesn ' t-- they doit now, get mad at mo, and it doesn't bother
me as much. I had a lot of guilt too.
LAlaco] explained to me what happened—
I
didn't plan it out~I was divorced. My
second husband used to boat on the kids youknow, and [I thought it] was all my fault..
I was responsible for so many bad things in
their life. Living here, being so poor, I
could go on and on. So they [therapists]helped me. I didn't do it deliberately so
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I shouldn't have guilt the rest of my life.
Oscar was present for a short time during the inter-
view and confirmed the therapists' influence on his mother:
fhl^"^ ^"^'^ '"^ mother that some of the people
*° "ith, they told her
^n to ten^H*'''''/''?
'^'^l^y ^""'t them
and a?l't;it"?ufJ°.!^^^^---^^^° '°''"'"<'
Oscar seemed apologetic when he talked about his own inter-
action with LIFT, suprisingly milder than what had been
expected from Alace's report. He said that he had "only
talked to them a couple of times," and he told them to"mind
their own business" but his tone of voice conveyed no pride
in these actions.
The Therapy
.
Diana said she would have been willing to go
to an office for therapy. However, it would have been diffi-
cult: "I don't drive,... and the older kids would have given
me hassles." Diana was pleased with the therapy and the
therapists. The most helpful thing was:
giving me more confidence in myself. I was
working, taking care of kids— it didn't seem like
anything. They told me I hadn't done such a badjob. They told me they liked the kids, the kids
weren't so bad as I— I hadn't done such a bad job
as I thought. I thought they were real good, they
said things that would bother me, but then I would
think about it, and I come around to it and gee
they were right what they were saying.
Diana was especially appreciative of the caring shown by
both therapists:
T really do think they cared. I really believe
that thoy did. They used to tell me that theyliked my family... so we got to be kind of like
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Kno'rthe™ LllT;' - I sot to
Least helpful, according to Diana, was that Oscar "has
the same problems in school ho did a year ago". With re-
spect to specific techniques, both Diana and the school
social worker report that the doubling technique used by „„e
Of the therapists was particularly annoying to Oscar. (m
doubling, the therapist attempts to say what the client is
thinking and feeling but not saying, using the first person,
e.g., "I am feeling angry at my mother".) it seems that the
more the therapist pushed to "reach" Oscar in this fashion
the more he withdrew. On the other hand, when the therapists
discussed problems the family had with the outside world,
such as neighbors taking advantage, Oscar was reported to be
very active and involved in the session.
An area which is puzzling is termination. The case-
notes state that the clients were passively resistant to the
therapy, and finally became angry and assertive enough to
request termination. Diana, on the other hand, says she was
puzzling by the termination:
(Roger) said to me the last time, he said
you've been wanting to kick us out—get mad at
us he said, 'we've done all we can do' so thevwould not be coming back. It was kind of abrupttor me. He said he got the feeling that I
wanted to tell him that I didn't want them.
When questioned further on this issue,
.41ace remembered
that she and Roger wore fooling frustrated and
disccuracod at the time. She agreed that the termination
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was puzzling and abrupt.
Other mistakes identified by Alace included the
"pushing of the therapists' agenda when it was not the
family's." and "letting the stage of 'parent effectiveness
training' drag on too long before getting to underlying
psychological problems."
^^i^-^:Mlysis_^^^ Both J.K. and M.M. separa-
tely answered the interpretive questions. There was
substantial agreement on all points. Family bias is not
suspected. There was a positive evaluation of the therapy
supported by examples and balanced by a few criticisms,
however, there is no evidence of distortion or one-sided-
ness in the presentation. There are limitations inherent in
the fact that a single family member provided almost all
the data, from a single point of view.
Diana uses specific behavioral examples all through
the interview, with regards to her own behavior and that of
her children, thus she backs up her opinions with specific
evidence. Diana's own behavior in the session confirms
several positive changes. Her facial expressions and tone
of voice are lively and varied, quite a bit different from
the therapists' original report of passive, flat affect.
She takes control of the interview at two points, and the
remainder of the time she is cooperative, not compliant;
she answers questions in her own way, elaborating and
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presenting ner construction of events. Thus her Interview
style is congruent to what she says she has learned-to be
that Diana does not want to "take on" as a parent. I„ the
original phone call she said that Oscar would he unwilling
to participate, and she scheduled a ti.e when none of the
,
children would be present. Thus nart ofiiiu p her success may
involve Choosing carefully what battles to engage in with
her Children. Oscar's behavior in the session was also
congruent with the picture Diana gave of his changes. He
was not hostile, as he had been to the therapists, and
seemed almost apologetic for his previous beBfeerence.
Both reviewers of the data independently responded to
the five criteria for case assessment. There was
substantial agreement on the following points:
1. Agreement among data sourr^ There is no agree-
ment in this case as to an overall rating of success or
failure. The school social worker rates it a failure because
Oscar did not return to school. The referral agent is
pleased because the family members are not in trouble around
the housing complex. Diana is pleased because of the many
changes in herself which she attributes to LIFT. She
believes that her family is functioning well, and her
children's attitudes and behavior have improved including
that of Oscar. She is disappointed that Oscar did not
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succeed in school, but believes he will realize this and
correct it ("so.eday he'll know the value of education-)
Alace rates the therapy as a failure because she was unable
to "reach" Oscar, and because at the ti.e of termination she
was not sure that the changes that Diana was claiming were
really taking place.
In understanding these differences it is important to
separate the different agendas of the respondents from the
different beliefs about the facts of the case. The reports
of the school social worker, the referral agent, and the
mother all substantially agree on what had happened, but
they evaluate it from different points of view. To the
school, the therapy is a failure because Oscar failed to
adapt to school. To Diana the therapy is a success, despite
the school failure, because of the changes in herself and
her family.
In evaluating the position of the school social
worker, it must be remembered that the school system was an
active partner in Oscar's many suspensions. Much energy of
the therapists had been expended towards changing Oscar's
school environment, giving him in-school suspensions rather
than "vacations" for his misbehavior, and re-energizing
chool personnel who had written Oscar off as not worth the
time and energy. According to the case notes, this effort
often proved frustrating and unrewarding, as when Oscar was
suspended for three weeks for throwing a snowball (a three-
s
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day Offense in the school rulebook) soon after the therapist
had worked out a new discipline program with the school to
avoid suspension as a punishment. Thus the failure in this
area was not in "straightening out Oscar" but in an overall
system including the school, LIFT, Oscar, and his family.
Some of the differences in opinion between Diana and
Alace may be due to a different time perspective. At the
time Of termination, Alace had not seen enough evidence that
real change had taken place. Specifically, Diana looked
depressed and acted passively, and other children in the
family were becoming behavior problems. At the time of the
research interview, however, there were several reasons to
agree with Diana's perception of change. Her facial and
body expression was lively as was her participation in the
interview. Other children in the family were doing very
well in school, and the neighbors had no reports of
problems. Thus at this point the evidence seems to confirm
the mother's statement that change had taken place.
Another factor which perhaps influenced the
therapists' feeling of failure had to do with the way the
problem was defined. It is not clear that the therapists
made any effort to redefine the problem; rather they
accepted the individual, past-oriented view that anger and
guilt needed to be "worked on" and that Oscar had to be
"reached." There are many examples of this belief
throughout the case notes, the therapist interview, the
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family interview, and the report of the school social
worker. According to Diana, during the last session, when
it was abruptly decided to terminate, the female therapist
began to cry:
r..lJt^^ ^ ^^^"'t know what. I did to
oi uscar She couldn't reach Oscar. She liked
sh^ couldn'^t^refn^^'^^" "'^"^ '° reacfhimTutt>rie ian t reach him at all.
Thus it seems that the harder the therapists tried to reach
Oscar the more he withdrew, and the more bogged down and
frustrating the therapy became.
In summarizing this category, there is definite
disagreement among the sources of data. This disagreement
can be understood as the by-product of differing agendas,
differing times of observation, and, perhaps, an emotional
reaction to frustrated goals.
^- Presence of change
. A thorough review of all data
indicates that there has indeed been change in many areas.
Specific therapeutic goals which have been accomplished
include alleviating Diana's depression, increasing her self-
esteem, and increasing her assert iveness with her family and
with friends and neighbors. Specific goals which have
failed include getting Diana involved in more activities
outside the house and getting Oscar to school.
A more general look at the family, however, includes a
great many positive changes. Oscar's attitude towards the
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housing complex has changed as has hi., .r^t-^-t>t;u n s getting in trouble
«lth a gang of misbehaving boys (there was an incicient whore
he "borrowed., his grandmother • s car to go to the store and
got in trouble. However, this is seen by Diana as an
isolated event and not involving the peer group he used to
associate with). The other children are doing extremely
well in school.
The Changes in Diana are impressive: the woman in the
research interview is worlds different from the passive
depressed person described by the therapist. She
demonstrates insight and caring. She has the energy to give
each child his unique and special due. She puts her
behavior in realistic perspective, neither feeling sorry for
herself and bemoaning her fate nor pretending life is a bed
of roses. Although Diana has not gotten out of the house to
work, she seems happy with her world and her role. Since
she has many more years of mothering ahead for her younger
children, this choice does not seem inappropriate.
Many of the changes in Diana can clearly be attributed
to LIFT'S intervention. Through the interview Diana points
to specific advice and support which has made a difference
to her. There are two categories of intervention pertinent
here. The LIFT team provided specific behavioral
instructions around assert iveness
, limit setting,
consequences and follow through. The team also provided
caring, support, and nurturance to a woman whose previous
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relationships had been negative and demeaning. Both these
ingredients see. to have
.ade a difference
. ^us it appears that
the effects of these changes were felt beyond the specified
goals. The disappearance of migraine headaches is
particularly impressive. It is also worthy to note that
even Oscar, who "hates counselors," attributes the changes
in his mother to LIFT's intervention.
To summarize this category, there is sufficient
evidence of positive change to classify this therapy as
successful
.
Family organization. Diana presents herself as
more competent as a parent. She seems able to set rules,
provide consequences and follow through on decisions. Thus,
compared with the descriptions of this family at the
inception of therapy, there appears to be a clearer
generational boundary. Other changes in the family, such as
Oscar's improved attitude and the improved school
performance of Robert and Stephen, can be related to the
changed family system, as well as to the process of
maturation. It seems that changes in Diana have facilitated
the changes in the children; and the changes in the children
have reinforced Diana's changes, in a positive cycle. This
process helps to explain why the family appears healthier at
follow-up than at termination of therapy.
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4. Referrals. There were no direct referrals made by
the LIFT team, so this category is not applicable.
5. Societal_cr^^ The referral source reports
that the Children are no longer seen as troublemakers in the
housing project. Except for one incident when Oscar
"borrowed" the grandmother's car to go to the store, there
has been no involvement with the law. There had been a
history of wife abuse and child abuse with previous
husbands, however, the separation had put an end to that
prior to the therapy. Overall, this criteria can be taken
as positive.
In judging the five categories overall there is
sufficient evidence to rate the therapy as successful.
The Alder Family
Divorced
12 years
Richard Stephen
-
—
David Ken
20 19 17 16
Figure 3. Genogram of the Alder family.
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IllilMuctio^i. The Alder fa.Uy consists of .other. Betty
and five children, Richard, Stephen, David, Ken, and Joyce
The parents were divorced twelve years ago and the father is
not in contact with the family.
The Alder family was first referred In December 1976.
by a school social worker. Betty had been In two previous'
therapies, and was dubious about receiving further help, so
she decided to turn down the offer of therapy. m March
1977, another referral was made by the school because of
truancy of the youngest three children. This time Betty
decided to see LIFT. A male-female co-therapy team
consisting of Judy and Roger saw the family l„ their home
for eight sessions from March through June 1977.
The female therapist, Judy, was interviewed in March
1978. At the time of the therapy, Roger was a student-
intern with LIFT. He no longer works at LIFT, and was not
interviewed.
CM. made the initial phone call requesting
participation in the research. Betty was warm and open on
the telephone. She agreed to an interview, but explained
that it would be impossible to see the whole family since
her three oldest boys were out of the house, on their own,
and her daughter was in foster-care. She was moving to a
smaller house, and scheduled the research interview for
after the move. J.K. interviewed Betty in March 1978. Ken
was present for a brief time during the discussion.
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The referral source, a school social-worker, was
interviewed by telephone in April 1978. Also Interviewed
was the family.
s welfare worker who had been involved with
the family subsequent to LIFT's termination.
Case notes for this family were difficult to read.
There were no formal reports, and termination was not
adequately explained.
Referral. At the time of referral, the school social worker
had contacted Betty because of truancy of the three youngest
children. She learned that truancy was only one of many
problems being experienced by this family, and suggested a
referral to LIFT. The referral sheet mentions physical
abuse of the mother by the older boys, and general anarchy
and chaos in the family: each child locking the door to
their own room, furniture smashed, food stolen, etc.
Betty considered the referral, then turned It down
saying she thought things were better. Three months later
truancy had increased, and the school again referred the
family to LIFT. This time Betty agreed, saying that things
had become much worse at home.
During the research interview Betty stated that she
did not feel coerced to see LIFT, but that she did not have
high expectations for change, since two previous therapies
had been unsuccessful.
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Prosonti^^^^^ During the research interview, Betty
described the family problems at the time of LIFT's entry
The kids under sixteen weren't goinr to schooland were in court for truancy. The ones over
wouldn t get a job 1 would come home to a
donrc: m.r y.Zri ,
--^^x.^u t- vt^ryLomg
: cabin*
was off^ refrigerator door^ haven't had a refrigerator for fivemonths now.... It got so bad that I was justcompletely overwhelmed.
Betty saw the problems as getting serious several years
earlier when she began college:
I realized one of my big mistakes was when I
^^^rt"^
to college. I felt "its not the kids'fault I m going to school, and, therefore, they
shouldn't do my work" and I did all the laundry
all the dishes, all the meals, and besides being
a father and mother, driving them to footballgames, dancing lessons, running around like a
crazy person. It got to be overwhelming. Too
overwhelming, and I had to settle down.
Betty saw the children as all in league against her:
I think they all supported each other. The
older ones supported the little ones as far as
not going to school. When someone did something
I couldn't punish anyone. I even had money
stolen from my purse and I could have done
nothing about it.... It was them against me.
The case notes describe the family problems from the
point of view of the children. The following notes were
taken after the third session, in which the children were
seen alone:
Key issues
:
1. Kids all scattered individuals somewhat
pulled together by battle. Can get along with
each other.
2. Don't feel supported or cared about by
mother
.
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3. Understand need for rnioo ^-»-
mother spends ton mnih ' ^^"^ " ^^^1
No follo~ough ^"^""^^ complaining, etc.
to wanting help and a?e':il??:^
" ^o", ork'^ir
"
th": iihorght'sh:\n^^ -d^r^irh^^
more support^^L'^L^^L^L^a^ro?' ^^^^
In the research interview, Judy provided her
formulation of the family problems. She saw Betty as
feeling, powerless and overwhelmed, but too rigid and
inflexible to ask for help. As a result, Betty would
escalate the family problems until there was a crisis which
brought in help without her asking. Judy saw Betty as
unable to parent: providing neither nurturance nor
consistent discipline and follow-through. Judy said the
children could not differentiate from their family.
They had no healthy alliances outside the family in school
or elsewhere. There was a complete lack of human contact
between family members and with the outside world. There
was no flexibility in the family: things were either
completely controlled or completely out of control.
Judy states that the following "redefined goals" were
agreed upon by the therapists and the family members.
Cooperation in the family was to be increased. Rules and
chores were to be established so there would be more order
in the household. An alliance was to be established between
Betty and her oldest son, Richard. All the children were to
be seen more as individuals. The three children under
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sixteen were to ,o to school regularly. According to Judy
another goal accepted by the children was to make their
-ther feel less rejected, However,, Betty thought nothing
could be done in this area.
Eiesentj^,
^^^^^^^^ ^^^^^^^^^ ^^^^^
had Just moved into a smaller house. She had ejected her
three older boys, who were sharing an apartment. Her
daughter Joyce was in foster care as the result of a CHINS
petition. Ken was living with Betty in the new house and
was going to school regularly.
Betty seemed proud of the changes she had made, but
attributed none of them to LIFT. She said that LIFT had
accomplished nothing at all: "It seemed as though
everything they tried, like organizing Jobs and things, I
had already tried and got the same results" [i.e., failure].
Betty attributes the changes to the work of a private
practitioner whom she saw subsequent to termination with
LIFT. This psychologist supported her and encouraged her to
change her living situation so that there would not be room
for the older boys to continue to freeload. Betty gives
many examples of how she has followed this psychologist's
advice and has been pleased with the outcome. In the new
house Betty feels she has more power and control.
The report of the welfare worker confirmed Betty's
statements about LIFT's failure to produce change. The
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worker began with the family after LIFT's termination. She
found the house a shambles and the family chaotic. There
was no difference between her description and the one at the
time of referral to LIFT. The school social worker also
confirmed that there have been no lasting changes as a
result of LIFT'S intervention.
The report of the therapist points to some changes
Within the family during the time of treatment. Judy said
that during the therapy the house was cleaned and decorated.
The children showed support and cooperation at home
. They
began to attend school and to become involved with friends
and activities outside the home. Betty, however, was said
to "hang on to the feeling of powerlessness and rejection."
According to Judy, Betty made no basic changes. Thus,
although the behavioral goals were successful, Judy expected
a cyclical repetition of the family's problems, brought
about by the mother.
Betty's report differs from that of the therapist in
that Betty saw no changes in her family even during the
three months of LIFT's work. She said that the children
would agree to things "while the LIFT team were in the home,
for that hour or two hours... and the people would leave and
they'd go back and mess things up right away."
Ken was present for a brief time during the interview.
He was withdrawn and noncommittal, answering mainly with
shrugs and grunts. When asked about the outcome of the
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therapy he said, "I cuess it h^hg I did some good" but was unable
to give any particulars.
IJ-^eraE,. i„ therapist interview, Ju<„ discussed her
View oi the hest and worst interventions. She said that
n^ost important was establishing procedures regarding rules
and Chores for the fa.iXy „e™bers. Also important was
seeing the
.other alone to provide support and getting the
Older children to help the younger children.
As mistakes, Judy pointed out that she talked about
feelings too soon, which was too threatening. She tried
to establish intimacy and positive reinforcements between
Betty and the children, and Betty did not seem to want or be
able to handle that intimacy. Finally, Judy felt she
focused too much on the power of the mother, and thus did
not give the children a feeling of power.
Judy said that the decision to terminate was made by
Betty, who decided she needed help for herself and that the
therapists sided too much with the children. The therapists
agreed to the termination because chores and rules in the
family seemed stable.
Betty's description of the therapy was in complete
disagreement with that of Judy. Betty saw the work around
chores and responsibilities as wasted effort. She saw
nothing positive coming about:
[The decision to terminate] was basically mine
and the two older boys'. One member of the team
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very rude. I don't think any of us could hanrilpthe rudeness of that person and it kind of
^hnn^h/^ '° ^^^^ suggested.. [Roger] I
birioftir ^^j;y/"d^--tanding...he's a'ut?Ii
th^^
%^^^q^ieter, and I think becauseof at he related to the family better
she shou^d'h/'^'J^^"^ °" "P^^' I'thinkn l ave been more understanding to eachchild individually. She could say things to[Stephen] and [Stephen] would answer, bS? sheshould have been softer and slower with
IT??
^^""^ probably continued with
r;!L? T:;^ ^^^""^ "^^^ leavmg for another job inGreenfield, so we didn't want to see [Judy] andI probably should have asked [Judy] to be
substituted with another female, when we feltthat resentment towards some of the things she
said, some of the things she expected.
Betty admitted that she never tried to explain the conflict
to Judy, and she said she thought Judy would have listened
if the family had told her.
When Ken was asked about the therapy, he replied that
he liked Roger but not Judy. "I felt I could talk to him
easier than [Judy]."
In discussing other aspects of the therapy, Betty said
she definitely preferred LIFT coming to the home. Although
she would have been willing to go to an office, she doubted
she could have gotten her children to go. Betty thought
LIFT'S "network" concept was a particularly good idea, since
it allows the team to have some background on a case
regarding what had been tried before.
The case notes were reviewed to see if they could shed
light on the differences between the reports of the
therapist and client. One thing which seems to have
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happened is that the LIFT team bypassed the mother's
authority and began to directly parent the children. The
third session is spent with the children alone. m the
fourth session, the therapists worked with the children
"building up the natural bonds between the kids" and
creating a list of chores. The mother was excluded:
[Betty] continued to play "hurt me" in thesession and could not see the support that her
her out':'.
'"^'"^ '° Virtually left
The fifth, sixth, and seventh sessions describe Betty
as "feeling better" and "breaking down the wall." however,
she is included in the therapists homework assignments
rather than differentiated from the children. The case
notes also describe increases in the general cleanliness of
the house and condition of the furniture.
In the eighth and final session Betty expressed her
dissatisfaction with the therapy. The case notes include
the following description:
Things started out slow Then ZAP! Mother
ripped up behavioral chart and said that things
were useless and would not work anymore. Tried
to get her to talk about it but she wouldn't
We then worked more with the kids, got them toput behavioral chart together, and tried to
explain that mother needed signs of hope...
Later that week, Betty called to terminate therapy. During
the phone conversation she told Roger that she felt the
therapists were taking over and making her look bad in front
of the kids. She also said that the therapists had been too
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easy on the kids, rewarding them for things they should do
naturally. She said that things were not working out well
at home and she did not want to continue.
^^^^^^^-l^^l^^Il±.oo^^ The data was reviewed by
J.K. and M.M., who independently responded to the
interpretive questions and the criteria for outcome. There
was substantial agreement on all major points.
There is evidence for negative bias in Betty's report.
Her negative feelings towards Judy and towards the way
therapy was handled may have led her to completely discount
the results of the therapy. The case notes report observed
changes in the cleanliness and orderliness of the house
during the course of therapy, whereas Betty said her
children only agreed to chores to get the LIFT staff out the
door. In either case, it is clear that the family was
chaotic and out of control after termination with LIFT, thus
it is moot to dwell upon whether changes actually took place
during the therapy. Betty does state that she appreciated
the work of Roger, that she believes in the value of LIFT's
network, and that she should have continued with LIFT with
someone other than Judy. Thus it would seem that any bias
was not towards LIFT in general but rather focused upon the
work of Judy.
Betty provided a few examples of how she was
dissatisfied with Judy, but she was unable to remember
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-ch about the specific Interventions of the therapy other
than the fact that she had already tried such things before
She did provide
.any examples of the recent changes she was
making and the good advice she had received from her
psychologist
.
It seems that the "redefined goals" of creating rules
and order were never really accepted by Betty, even though
she pointed to the lack of order as the problem. Perhaps
she really sought vindication as a mother who had "tried
everything" so she could begin the process of extruding her
children. Thus her goal may have been to "prove" the
Situation was hopeless. These speculations may or may not
be accurate, but in any case, the therapists failed to make
a good enough personal connection for shared goals to
emerge. It seems as if the family's dislike for Judy
prevented the possibility of this therapy succeeding.
Moreover, it seems that Judy was mistaken in thinking that
therapy should have paid more attention to the needs of the
children and given them more power. The failure of the
therapy appears tied to the therapists being too allied with
the children and leaving Betty out.
The five criteria for assessing the outcome of therapy
are judged as follows:
1- Agreement of sources
. Betty and the two referral
sources all agree that after LIFT's termination the family
situation was as bad as it was before LIFT's entry. The
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therapist does not disagree with this point, and in fact
predicts it. Betty and Judy do disagree about changes
occurring during the therapy, hut this disagreement does not
affect final judgments of outcome;
2. P]-senc^^f_et^ Since there was little or no
Change post-therapy, this criterion must he judged negative
Later changes are tied to a major revision in the family,
including extrusion of three members and moving to a new
house. The effect of such
-radical surgery" seems to have
been beneficial to the family.
3- Family organization
. It seems that LIFT made no
lasting impact upon family organization.
4. Referrals
.
LIFT made no referrals; the client
began seeing another therapist on her own initiative with
support from the school system.
5. Societal criteria. Truancy did not decrease
following termination with LIFT.
Overall this therapy is judged a failure.
The Grant Fami ly
Introduction
.
This family consists of mother, Sylvia;
father, Richard; and two children, Ruth and Bob. They were
referred by a probation officer when the parents brought
their daughter to court for possession of marijuana. The
parents were unable to control Ruth: she was stubborn.
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broke rules, couldn't be trusted Th« w. The probation officer
suggested LIFT and the family agreed.
Richard
32
Figure 4. Genogram of the Grant family.
The family was seen by a co-therapy team consisting of
Alace and Susan. Therapy lasted only four sessions. Sylvia
was particularly dissatisfied with the therapy, and did not
come after the second session. The therapy took place
November through December 1977 (although paperwork and
billing procedures carried the official termination date
into January 1978).
Susan was interviewed in May 1978. The other
therapist, Alace, reviewed the notes of this interview and
confirmed the report. A phone call was made to the family
to set up an interview date. Richard answered the phone and
agreed to an interview for himself and his wife, but would
109
not include the children; Ruth was in a foster home and Bob
had never been involved in the therapy.
The interview took place in May 1978. J.K. inter-
viewed Richard alone, since Sylvia had to 'Ueave unexpectedly
Since she is a substitute teacher and has to go when she is
needed." The session was tape recorded.
The probation officer who referred the case has
maintained extensive contact with the Grant family, during
LIFT'S brief intervention and up to the present. In June
1978 during a telephone interview she provided detailed
answers about the events subsequent to LIFT's termination.
Information is also available from the case notes, which are
more complete than in other cases studied.
Referral. The probation officer met with the Grant family
twice before referring them to LIFT. Mr. and Mrs. Grant had
requested the court to intervene since they could not control
Ruth. They mentioned stubborness, stealing, lying and
breaking of rules and curfews. They thought that perhaps
Ruth needed psychiatric help.
In the referral, the probation officer made it clear
that she saw the problem lying as much with Sylvia as with
Ruth. Ruth is described on the referral sheet as "a warm,
sensitive girl." In the telephone interview the probation
officer labels Sylvia as a very difficult person to deal
with
.
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According to all sources, the referral was welcomed by
Mr. and Mrs. Grant and Ruth, and there was no coercion
involved
.
PresenMn£.£r^^ In ^he research interview Richard
described the problem as Ruth. She had been caught with
marijuana, and had forged a check. In Richard's words:
«Tt,^^
just— you couldn't talk to her at allWhatever she wanted to do, that was it. If you
said no, it didn't make any difference. If you
said come home at eight, she'd come home
whenever she wanted. There was a constant
scrimmage between my wife and her.
According to Richard, at the time of LIFT's intervention the
problem was mostly between Ruth and Sylvia. Richard was
working second shift, so was gone in, the afternoons and
evenings. He was not often involved in discipline, and Ruth
seemed to mind him.
The referral sheet, prepared by the probation officer,
reveals Ruth's view of the problems:
[Ruth] feels that brother is favored—her
curfews are 7:30 on weekdays—not allowed to go
anywhere unless specific place. Mother goes
through pockets. Will not allow daughter to
smoke.... Has to play cards, make puzzles or
cookies with grandmother. Parents select
friends ... feels she is locked in house.
In addition to the conflict between Ruth and her
mother, the therapists' formulation of the case focuses upon
two areas: marital conflicts, and rigidity in Sylvia. The
following descriptions from the case notes are particularly
revealing:
Ill
[Sylvia]— rigid, inflexible, unrealistir
[Richard]— caught in middle, non-assertiveunfamiliar with feelings, backs down to avoiiconflict, sides with [Ruth] inside, with "[Sylvia] outside, passive.
«n^^''^^'~:''^^^^"°'''
straight forward, direct
touch'wi?^'"^"^"''-'"'^''"""^' 1°"^^^' -1°"-: inth a surprising number of her feelinisdefends and talks for the father "^^^^^^S ,
LDavid]—not present, mischievous, using good-
next''
^^''^ '^""^^^
''^^^ definitely be
According to the therapist, Sylvia seemed unable to let go
of Ruth, and wanted her for companionship. Ruth was
reacting against her mother's pulls. The problem worsened
when Richard began to work second shift, and was not home to
fill some of Sylvia's needs and provide a buffer between
Sylvia and Ruth. Marital difficulties, which were mentioned
in the first two sessions, were also forcing Ruth into a
triangular relationship with her parents, moving her
emotionally closer to her father and away from her mother.
Richard, however, would not stand up for Ruth, but rather
half-heartedly sided with Sylvia, leaving Ruth angry,
lonely, and feeling cheated by her father as well. At the
point that therapy began, the explosion between mother and
daughter had reached its peak. According to the case notes,
both Sylvia and Ruth seemed to be pushing Richard to make a
choice between the two of them.
As treatment goals, the therapists hoped to "get
everyone in the family to therapy sessions" and to "explore
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with the family what it meant to have [Ruth] leave," as well
as to "explore other options." They saw this family as one
which would be very difficult to work with, and did not
realistically expect to get to the marital issues which were
the core problem.
Present_U2date. The therapy lasted for only four family
sessions, with an additional one-to-one contact with Ruth
after termination with the family. Sylvia found reasons to
miss the third and fourth session, so that only Richard and
Ruth were seen together. The case notes state that during a
phone conversation, after the fourth session, Richard said
that his wife refused to attend any more, "she doesn't like
the way you're doing things and it has to be her way or no
way at all." The therapists had made it clear that the
whole family was necessary for their work, and, therefore,
therapy was terminated. According to the case notes both
Richard and Ruth were upset with Sylvia for her defection.
In the research interview, Richard at first says that
his wife wanted to terminate therapy:
Well, we met three times and the wife said
"that's all." She was getting discouraged— she
wasn't getting no help. [Ruth] did not change
at all. I kept trying to say to her it's not
going to change overnight. We have to work on
it. Keep working on it. She kept insisting
[Ruth] needs more help than the LIFT team is
giving us.
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However, Richard never expresses disappointment or negative
feelings toward his wife, and later in the interview shares
responsibility for the termination:
tZt^lt ""^^ "° difference at all from the firstime they came here to the last. It would havetaken a long time to do it and we feU that[Ruth] needed immediate attention. Either
losTtt?!
Greenfield [at a psychiatric
private practitioner] couldstart changing her around a bit.
In the interview, Richard maintained a focus on Ruth
as the problem, and provided a detailed history of her
offenses since LIFT's termination. According to him. things
definitely got worse:
Instead of just being rude to the wife all thetime, she was starting on me too. Our
relationship was completely going, she would lieto me and swear at me and everything else.
Richard mentioned a serious theft that brought Ruth before
juvenile court, and an incident in which she literally tore
her room apart, smashing everything in sight. Ruth spent
some time in a foster-placement, came back home, and is now
out of the house again, living in foster-care. Family
therapy was attempted with a private practitioner. This
also failed, although Ruth continues to be involved in an
ongoing adolescent therapy group.
The interviewer never directly inquired as to the
present relationship between Richard and Sylvia. It seemed
that Richard wished to avoid any discussion of the marriage
relationship. This was because Richard re-directed several
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tentative inquiries about his wife by focusing back upon
Ruth as the problem:
wife^havrrdif^ y---le have a difference of opinion? If shethinks a kid ought to do one thing and you thinksomething different? ^ n
[Richard]: No matter what we said, [Ruth!
reaUy """^ didn't matter
Thus Ruth was taken to be the topic for discussion. m
fact, many times Richard would fill empty spaces in the
conversation with more examples of his daughter's
misbehavior
.
Although areas of conflict in the marriage were not
discussed, there was some evidence of togetherness. Richard
did say that when he works second-shift he and Sylvia share
a large dinner meal together, and that the fam.ily always
spends tim.e together on weekends. Many times he used the
word "we" to describe opinions and actions shared by himself
and Sylvia.
The referral source also provided an update on the
events since LIFT's termination. She mentioned Ruth's
criminal activities, however, she sees the family,
especially the mother, as responsible; and believes that
being away from home in foster care is probably good for
Ruth.
The therapy
.
In describing the therapy, Richard attributes
the failure to the slowness of the method, and to Ruth's
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unwillingness to cooperate; however, he also points out that
the therapists seemed to ally with Ruth, and were"taken in"
by Ruth's lies:
It seemed they were just on [Ruth's] side 'they immediately took [Ruth's] side. They askeddifferent things about what she did durine; the
week, and said well, it's O.K. for her to stayout a little later at night— don't tell us where
she's going.
They said that we were kind of too strict withLRuthJ, we should let her have more freedom
LRuth] was telling them this girl could stay outto ten o'clock.
.. come to find out later thatthose kids had to be in the house at eight
o'clock.... So we let her have more freedom and shegot into more trouble.
Richard made several other comments about the therapy.
He was annoyed by the therapists insisting they have his
son. Bob, present at the sessions. He would have preferred
a male-female co-therapy team; "have one be the heavy, one
be the light." He saw as most constructive the one-to-one
work done by Susan with Ruth. Richard preferred therapy at
home, although he would have gone to an office. He pointed
out that it is a very long drive to Amherst from the
family's home.
The interview with Richard neglects the issue of the
marital relationship. The therapists, however, see this as
one of the major reasons for the early termination. Susan
points out in the research interview that during the second
session they made a strategic blunder that added pressure to
the triangular relationship which was stressing the
marriage: Sylvia was unwilling to negotiate issues with
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respect to Ruth, and Richard was willing. The therapists
suggested a session with Ruth and Richard alone, since they
were the two family members willing to work. Later the
therapists decided this was a mistake, and rescinded the
offer. However, Sylvia never returned to the therapy.
In reviewing the data, it is not surprising that the
family terminated early. The referral source had already
prejudiced the therapists. Speaking-up for Ruth alienated
the person who was already most alienated in the family-
Sylvia.
Conclusions
.
Responses to the interpretive questions, and
overall judgments of outcome were made independently by J.K.
and M.M. There was substantial agreement on all major
points.
Despite the negative results of the therapy, Richard
seems unwilling to be critical of either the therapists or
the program. He says "as far as the two girls go, they were
fantastic," and "I'd like to see the program go further than
it is." He is willing to attribute the failure to the
"slowness" of the LIFT process. Although he does point to
specific mistakes and problems, there is a feeling of him
avoiding issues, and too easily putting all the blame on
Ruth. Positive bias must certainly be considered in
weighing his responses. Such a bias is not a problem in the
judgment of outcom.e, since all parties knew that the therapy
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was a failure. The bias does, however, affect the processes
Of understanding exactly why and how the therapy failed.
However, the case notes were complete and detailed enough to
throw light on aspects of the therapy which Richard neglected
or avoided.
The interview with Richard was replete with specific
examples about Ruth's behavior and the therapists' actions.
The parents' behavior is not discussed. Unfortunately.
Sylvia was not present for the interview so there was no
chance to observe the interaction of the couple. There is
no way to be certain whether Sylvia really had to work, or
simply chose to avoid the interview as she had avoided the
final two therapy sessions. If she had been present, she
might have had much stronger negative comments about the two
therapists.
Let us now review the five outcome criteria:
1. Agreement_o_f_s_^^ There are no disagreements
between the data supplied by the various sources. All see
the therapy as a failure. The sources do differ in how they
attribute the failure, as has been discussed above.
2. Presence of change. Ruth's behavior problems
worsened, resulting in foster-placement. It does not seem
reasonable to attribute this worsening to LI.FT, especially
considering the brevity of the intervention and the presence
of other subsequent therapy.
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3. Family orpani t ion. There are no changes which
can be attributed to LIFT's intervention.
4. Referrals. At termination, LIFT made recommendations
to the probation office to include a voluntary com,nit,nent
of Ruth to Department of Welfare, placement in foster care,
and individual counseling. These referrals were followed up
by the probation department in their ongoing work with the
family
.
5. Societal criteria. Ruth's continued criminal
behavior has already been mentioned.
Overall, this case is judged a therapeutic failure. It
is not certain whether any family counseling, no matter how
expert, would have made an impact on this family at the time
of LIFT'S intervention. Nevertheless, the mistake of not
joining with the family members, especially the mother,
stands out as a significant contribution to the early
termination of the case.
The Martin Family
Introduction
.
The Martin family consists of a mother,
Marsha, and three sons, William, Victor, and James. At the
time of referral the parents had been separated for three
years, and final divorce papers were being signed.
The family was referred to LIFT by a nurse-
practitioner during a period of stress for Marsha. A male-
119
female co-therapy team (Mort and Judy) saw the family for 10
sessions, June through September 1977.
Separated
3 years
Victor
7
James
4
Figure 5. Genogram of the Martin family.
The female therapist, Judy, was interviewed in March
1978. At the time of the therapy, the male therapist, Mort,
was doing an internship with LIFT. He is no longer on the
staff, and was not interviewed.
CM. made the initial phone call requesting
participation in the study. Marsha was willing to
participate, and looked forward to the opportunity to air
some unresolved feelings about her experience with LIFT.
J.K. and CM. jointly interviewed the family in March
1978. Present were Marsha and the two younger boys, Victor
and James. The eldest son, William, had gone on an
overnight at a friend's house. The interview was tape-
recorded
.
Marsha refused permission for the referral source to
be contacted, saying that she thought the referral had been
inappropriate. Case notes are fairly well-written for the
first few sessions, but then rapidly deteriorate, and are
missing for the final three sessions.
J.K. and CM. independently prepared observations, and
responded to the "interpretive questions" and outcome
criteria.
Referral
.
During a time of crisis, Marsha shared her
problems with her nurse-practitioner. Therapy was
suggested, and when Marsha agreed, the nurse-practitioner
contacted a mental-health agency which in turn contacted
LIFT.
Marsha refused permission for the referral source to
be contacted, therefore, the only information available is
the referral sheet in the case notes. This sheet
paraphrases the referral source as saying Marsha was tense,
apprehensive and scared as a result of divorce hearings.
Behavior problems with Victor were mentioned, including
lying and stealing. Also noted was Marsha's fear she would
abuse her children. The referral sheet states that "the
mother can't believe she really needs help, is ambivalent
about help, feels humiliated about having to ask."
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In discussing the referral, Marsha says that she felt
so heirless and hopeless at the time that she did not feel
able to pick and choose what therapy she wanted. Marsha
feels that the referral to LIFT was inappropriate: '
think it was the kind of crisis thatL FT usually deals with. I wasn't beat ng ^hekids, I wasn't being beaten...! was lust at thPend of my rope... what should have hapneLd wis
therapy
'"^''^ ^""^"^ ^^"^^ real family
Presenting_P^^ In the interview, Marsha said that she
periodically goes through periods of high stress. At the
time of the referral, Marsha said she was:
thoroughly and totally depressed and frustrated
and anxious. I was in a bad state no doubt
about that, and I wasn't coping and I wasfeeling really hopeless about everything...
There were also problems with her children. William and
Victor were constantly fighting, and Victor was lying and
stealing:
I just reached the point where I was letting
it happen because I didn't know what to do...
I
was a part of all that, in that I wasn't taking
an active role in dealing with anything other
than in a disciplinarian type of way.
During the therapist interview, Judy described the
initial problems of the family. She said that Marsha was
afraid of losing control and falling apart or becoming an
abusive parent. Judy describes the children as
"inarticulate, they could only fight and cry."
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Judy's formulation was that Marsha had unresolved
anger towards her parents and husband, but that the divorce
symbolized abandonment, and Marsha was immobilized by the
fear of abandonment. In the family, nurturance was confused
and inconsistent, the children were competitive for whatever
affection was available and saw each other as rivals. Money
problems further stressed the family.
Therapy goals included having Marsha set more
realistic expectations for herself, for relationships with
others, and for how small boys should behave. A goal was to
have Marsha treat each child differently, so that each could
differentiate, and could feel effective and competent about
what they could realistically expect of themselves.
According to Judy, the therapists and Marsha agreed on
several "redefined goals," namely for Marsha to find likable
parts to herself and her children, and set realistic
expectations so she would not be continually "let-down."
Also to find areas in her life reflecting her effectiveness
and to learn to relax and enjoy herself.
Presejnjapdate. When asked directly if there were any
changes in herself or her family, Marsha said: "No. No
changes. None." She acknowledged that presently things are
somewhat better, but saw this as a cyclical phenomenon which
gets better and worse over time:
I never stabilize. So yes, sometimes I see
things in a very positive light and then in a
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confidence. I mean I experience now every thin^^
Marsha points out that she has gone through one intense
period of crisis since the termination of therapy and she
expects future crisis periods as well.
Victor's stealing and lying has disappeared, however,
Marsha attributes this to some change within Victor:
do'^wi^h''?t^th
itself out,. He had more to
hp Tn^? ^
did... the subject came up ande just casually remarked, "I don't do thisanymore." i-iij-a
Marsha appreciates the support that got her through a
crisis time, but cannot remem,ber specific interventions
which affected her relationship with her children. The one
exception is that she learned to better recognize when her
children are manipulating her. Marsha sees no new problems
since termination with LIFT, only the same old problems
coming back again and again.
In the therapist interview, Judy presented a favorable
picture of the changes in the family. Judy said that
Marsha's parenting improved. She became more empathic
with Victor, and more proud of all her children. She began
to take each child to different activities. The children
were fighting less between themselves and with their mother,
and Victor stopped stealing and lying. According to Judy.
'
Marsha became more likable. She developed a sense of humor
and seemed to be setting more realistic expectations for
herself and her children, if not for others.
Judy suggested several "special questions" which would
serve as indicators of therapeutic change. It would be a
positive sign if Marsha could express liking for herself, if
she could view each child as an individual person, and if
she could set firmer limits with her parents. Marsha was
not asked directly if she liked herself; however, she did
present herself as proud of her own strength and
resourcefulness in dealing with her difficult life
situation: "I feel good that out of some painful
experiences I have been able to salvage an insight." There
was also much evidence of differentiation among the
children. William was on an overnight, and Victor had just
returned from cub scouts. Marsha spoke of each child
individually rather than lumping them together as "the
kids." Marsha sees herself as disengaged from her parents:
"It's just not worth it to me to subject myself to them, so
I don't." Thus these areas reveal changes from the
viewpoint of the therapist.
Observations made by the interviewers during the
session also revealed differences from Judy's report of the
family at the beginning of therapy. The children were able
to Play with toys and books through most of the long (two
hour) interview. Towards the end of the Interview they made
a number of requests for attention, which Marsha handled
reasonably well. Thus the children's behavior was
Significantly different from Judy's report of youngsters who
could only "fight or cry." On the other hand, Marsha
explained that her own behavior with the children was
atypical. She was doing her best in front of the
interviewers
:
I have to be in rare form to use all that rranabout Choices and consequences and eiery^hing
app^oaJh.
^'"^ ''''' consistent with that
It is also unclear whether at the time of Judy's initial
observations, the boys were behaving well below their
potential due to the intense crisis period being experienced
by their mother.
Th e therapj^. Judy felt positive about her work with Marsha.
She thought her best interventions involved support for
Marsha, and that her biggest mistake was to share her
diagnoses and interpretations too early in the therapy,
which brought out resistence in .Marsha and set the therapy
back a few weeks. Judy said that termination was a mutual
decision, reached because the treatment goals had been
accomplished. She said that termination seemed appropriate
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because "both therapist and client enjoyed therapy a little
too much .
"
Marsha's assessment of the therapy was basically
negative. She thought that it didn't really make a
~
difference. It got her over a crisis time, but it didn't
change the cycle of crises in her life. Marsha said that
she terminated therapy because she "didn't think we were
going anywhere with it."
Marsha said she enjoyed her therapy sessions, and saw
both therapists as sensitive and knowledgeable. She
appreciated the support they gave. Marsha was aware of the
discrepancy in status between the staff therapist, Judy, and
the student-intern, Mort
,
although this wasn't discussed in
the therapy until she brought it up herself. Marsha said
she would have been more comfortable if the participation of
the two therapists had been more balanced. Most of Marsha's
comments were directed towards Judy, who seemed to be the
moving force in the therapy.
Marsha saw the thrust of the therapy as supportive of
her
;
The direction or shape that [Judy's] support
took was to have me not be no negative in my
view of the family. I think she was trying to
help me be more positive about the way I saw the
kids and the way I saw my relationship with the
kids; the way I saw them individually and
interacting with each other.
What was most disturbing to Marsha was that the
therapy seemed to focus on her, rather than the family.
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Marsha felt as if she did not contract for one-to-one
therapy but got it anyway:
I didn't want individual counseling, I've been
i-^l r°^^%^"^ d°"'t go for it at ali; but Itelt that [family therapy] would be really
valuable. But that's in fact not whathappened All of a sudden it wasn't necessaryfor the kids to be there anymore, it was reallyfocused on me, and I was asking why was that
why had It come down to me? I was interpretingthat as "there really are no problems in thefamily, it's all you," because the focus of the
work was being done with me Six months later
I m still feeling that we need family therapy.
Marsha said that she responded to the individual focus
by "pulling herself together":
I always felt [Judy] could never put one over
on me because I was right with her. I really
knew what she was talking about and I think that
in a way I frustrated her because I always had
an argument I'd say "yes, but" [I'd] show
her that I had some insight myself into what was
happening, and that things couldn't really be
that out-of-hand if I could be that
perceptive.
.
.
Yet, at the same time, Marsha was trying to comm.unicate to
Judy how really bad things were, and found it impossible to
get the message across
:
I remember I kept trying to tell [Judy] that,
and I finally gave up. That I was more screwed
up than what was really showing, what she was
really seeing... she just wouldn't buy it.
Thus it seems that Marsha was presenting two
contradictory messages to the therapist: "I'm OK," and "I
need real help." Judy responded with support, which was
welcomed, but that support focused on Marsha seeing the
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"positive Side of things.'- Thus the support itself
.ade the
Client unable to share her
.ost negative feelings and fears.
Marsha is not willing to blame Judy for the failure of
the therapy:
"I must have had my defenses up"....'i don't
know if anyone could have helped me." However, she is more
disillusioned about therapy and says she would be very
cautious before seeking help again.
In summarizing the two-hour interview. Marsha said
that the most important failure was that neither she nor her
children really knew what to expect from the therapy:
T
^
^"^Ti ^^^^'s one constructive criticism thatI would have for any family. Just making itreal clear to the kids involved exactly whatIt s about, why you're there, what you're goinetodo, what you want to achieve, how long it'sgoing to go on, what's expected of you.
A review of the case notes shows that the therapists
feel they tried to establish therapy goals in the first few
sessions and found Marsha resistant to establishing any
clear goals. The case notes corroborate what Marsha said
about "having her defenses up" in the area of goal setting.
Yet given that the client was defensive and contradictory in
her self-presentation, it remains the therapists'
responsibility to find a vehicle for better communication.
It is unfortunate that Judy and Marsha could end
therapy "on a positive note" while so many unresolved
feelings remained within Marsha. Yet perhaps Marsha was not
ready to share those feelings at the time:
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heJped^voC'^^^Hn^^r^^^^^^ ^^^^^ this
vou?^ r^L-? ^"^^^ °^ benefit to
1. / t remember what I answered. Ithink I was very vague. I think I must haveanswered something along the lines of what Isaid tonight, that "it was good talking to you."
The data was reviewed by
J.K. and CM., who independently responded to the
interpretive questions and the criteria for outcom.e. There
was substantial agreement on all major points.
It seems that in this case there is a definite
negative bias toward the therapy. Marsha's strong negative
feelings towards how the case was handled seem to have
biased her towards claiming that there was no change at all,
when it does seem that some things did change somewhat.
Marsha is unable to give many examples of specific
interventions during the therapy. She does provide examples
of how her expectations for therapy were not met, and of
family and personal crises she has endured since
termination. Thus, even if a bias makes Marsha unable to
perceive positive changes as a result of therapy, it does
not diminish the impact and credibility of the negative
points she presents.
It is in the analysis of "redefined goals" that the
failure of therapist and client to connect becomes most
apparent. In the interview, Marsha identified Judy's goal
of "making her more positive." However, Marsha does not
claim this goal as her own. She implies that she does know
what therapeutic work she needs to do and what changes
Should take place, but that this was never shared with the
therapist
.
The five criteria for Judging outcome of therapy are
as follows:
1- Agreement_ot^^ There is disagreement
between the reports of therapist and client regarding the
outcome Of therapy. It is unfortunate that there is no
outside source to provide a third opinion. Given this
disagreement, a very cautious and conservative stance is
necessary in judging the outcome.
2. Presence_of^_c^ Both therapist and client
agree that the therapy supported Marsha through a time of
crisis. The therapist believes that there have been some
essential changes in Marsha's expectations and in how she
and her children relate. Marsha, on the other hand, feels
that no real change has taken place; that what appears as
change is only the result of her being in a better feeling
state, and that she is liable to future crisis periods which
may be as intense as the one which brought her to therapy.
The key factor in judging this criterion is the relationship
of change to treatment goals. If the goal of treatment had
been support through a crisis then this criterion would be
judged positive. However, treatment goals are unclear to
the client and in the case notes. The failure of therapist
and client to connect and agree, despite an amicable
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relationship and termination, also casts serious question on
the therapy. All in all, this criterion must be judged
negative.
^' Farnily o rganization
. Both the client's self
description and the interviewer's observations revealed a
caring family in which children were reasonably
differentiated, and able to communicate with their mother in
positive ways. However, Marsha did explain that she was
showing the interviewers her best behavior and that during
times of crisis she is not satisfied with her parenting.
This category is judged as positive, but with reservations.
4. Referrals
.
Marsha did follow-up on a referral to
a group, and thus this category is positive.
^- Societal criteria
. Victor has stopped stealing
and lying, and so this category is positive.
Making final judgments about this case was extremely
difficult for both reviewers of the data. CM. and J.K.
both independently decided that this case must be judged
overall as a failure. The lack of agreement of sources
requires a conservative position, and although some changes
seem to have taken place, they are not sufficient to
outweigh the negative report of the client.
The Prince Family
Introduction
.
This family consists of mother, Sally, and
four daughters, Laura, Kathy, Mary, and Beth. At the
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beginning of therapy Sally had been separated from her
husband for about one month. Sally brought her daughter
Laura to court, claiming she was "uncontrollable." A
probation officer referred the family to LIFT, as an
alternative to court involvement.
Separated
one month
Figure 6. Genogram of the Prince family.
The family was seen, beginning in April 1977, by a co
therapy team consisting of Alace and Judy. This team
approach with the entire family lasted six sessions. At
that point. Sally began to see Alace alone for nine
additional one-to-one sessions. Therapy was terminated in
October 1977, and Sally was referred for individual therapy
at a mental health clinic.
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The therapist interview took place in March 1978.
Alace was the primary respondent, and her answers were
subsequently confirmed by Judy.
The family interview took place in April 1978. CM.
interviewed Sally. Laura, and Kathy. (The younger daughters
were excluded by Sally because "they had not been part of
the therapy.") The audio-tape did not record, so there is
no transcript of the session. Immediately following the
interview, CM. realized that the tape had not worked, so
she immediately wrote comprehensive notes on the content of
the session. Later that week she telephoned Sally to
clarify points which were unclear in her memory.
The referral source, a probation officer, was
interviewed by telephone in May, 1978, and provided an
outside point of view. Case notes for this family could not
be located in the LIFT files, thus two important sources of
information (tape and case notes) were missing from the
overall data. There is, however, sufficient information to
make confident judgments regarding outcome, since all the
other data sources are in agreement.
CM. and J.K. made independent judgments of the
interpretive questions and overall criteria for outcome, and
were in agreement on all points. Since a tape is not
available, the following discussion relies upon the
extensive notes made by CM., and these notes are quoted and
paraphrased at many points.
134
Referral. This family was referred by a probation officer
when Sally brought her daughter Laura to court. The
probation officer suggested that work with LIFT ™ight avoid
the need for further court Involvement. The mother
willingly accepted the suggestion, and felt no coercion.
Laura did feel coerced Into family therapy but claims she
was somewhat willing at the beginning.
?ISS^SltinS.£roiaems. CM. describes the family's version of
the initial problems:
Mother saw problem as lying exclusively with
nn^''''t^-ni^K?
^^^^^ibed [Laura] as completely
u controllable; unwilling to submit to anylimits or rules whatsoever. She mentioned hertruancy from school, accusations against [Laura]of stealing at a local mall, excessive drinking
running away and involvement with boyfriendThe mother's discussion of her daughter'sbehavior in the interview was extremely
accusatory--she directed her description of[Laura] there," to the [Laura] sitting acrosstbe table from her with genuine resentm.ent and
sarcasm. [Laura's] perception of the problem
centered on mom's hysterical behavior at the
time LIFT entered. "Mom was the problem."[Laura] described her mother's screaming and her
violence— referring to a time that mother
stabbed her hand with a knife. [Kathy's]
perception of the problem was that the fights
were all "between mom and [Laura] then."
The probation officer described the family as "very
disorganized" at the time of referral to LIFT. She said
that Sally was unwilling or unable to make any decisions,
and that Sally was focusing the blame for all her problems
on the children.
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The therapist reported that at the time of LIFT's
entry, Sally was unable to control Laura. "Being alone,
stuck, left by the separation was more than she could
handle.- "Mother had alluded to suicide if nothing could be
done to get Laura under control." The therapists' private
diagnosis was that "parent-child roles in the family were
reversed, Laura had more strengths and took on the role of a
parent and her mother was more in a child position." "The
mother was very dependent, hysterical, and had low ego
strength." "She had no sense of self." "She was so
dependent upon approval that she did not know what she did
for herself and what was for the approval of others."
According to Alace, the treatment goals for the first
six sessions were to strengthen Sally's role as a parent by
teaching her how to set limits, provide consequences, and
follow through on punishments. However, after six sessions,
it was decided by the therapists that the family sessions
were ineffective. "Sally was too angry, dependent, and
hysterical to carry-off the simplest of tasks." According
to Alace, the therapists decided that one-to-one work with
Sally would be more effective than meeting with the whole
family, so family sessions were discontinued, and Judy
dropped off the case. During the family interview, Laura
said that she was the one who chose to stop coming to the
family sessions. Since case notes are not available, the
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researcher is left with no clear understanding of how Judy's
termination was handled with the family,
Alace began to see Sally one-to-one to help her "feel
good about herself." According to Alace, the redefined
goals shared with the client were for Sally to become more
assertive, to become a better decision maker (i.e., not to
vacilate) and to act in less hysterical ways. (In the
client's words, "not to look dumb and act foolish by
throwing things and screaming.") Additional goals of the
therapist were to have Sally realize that the problem was
not Laura but rather her own inability to parent, and to
provide a forum for Sally to talk through her anger towards
her husband, so that it would not be displaced upon Laura,
Present update
. The family's view of the present situation
and the changes they have made is described in the notes of
CM. as follows:
After much discussion, [Laura] and Mom agreed
that "things have changed ,"... [Laura] has been
more cooperative about living with the minimal
rules and expectations of her in the family.
Mother feels more able to set limits at times,
more accepting of her own difficulties in
setting limits at other times. Major change is
mother's ability to "not allow herself to get to
the point of violence." [Laura] agreed that
mother is no longer as violent or hot tempered
at home. Mom's personal resolution is to let go
of expecting so much of her adolescent daughters
and to focus on raising the younger ones with
clearer limits and feeling competent in her
parenting of the little ones. [Laura] switched
into [a special program at school] and is
excelling. Her effort and attendance at school
are now consistent. She does house chores
^hf """^ contributes to the babysitting of
Tglin
"^^^'^^^"^ currently, and has not run away
The tendency of both [Laura! and fKathvl -e^dominate their mother continues in [he J^mii'yThey can easily reduce her to tears ol ra^e and
ntervi^r^'sl?!'^ ^^^^^^^ ^L's'in'^he
co^nl^ivli. ^^^^y ?
ability to defend herself
?o ?e' eo of '^r ^^^^ violence, andx:o l o g caring so much" seems muchimproved. She can still be manipulated easily
happens/ ^"""''^ "^^^ when it'
'
In the past year, since Sept. '77, [Kathvl has
fairfK^th'/'^"'^" ^^^^'^^ receded ?hel ii, LKathy] was consistently truant from
school. Parent/teacher conferences and many
suspensions had little effect on her. She wasrude with authorities at school and generallygoing through a "sassy" period as the mother put
ll\ However. [Sally's] perception of [Kathy] isthat she had difficulties at the beginning ofthe year which have ironed themselves out She
sees LKathy] as a very different person from
LLaura]. "I can control [Kathy]. I don't think
I ve ever spanked [Kathy] hard. [Kathy] willlisten. She doesn't use vulgar language; shedoesn't call me filthy names. She won't try tohit me." Clearly, [Kathy] doesn't measure up tothe precedent set by [Laura] as "problem child "
Mother's tone in talking about [Kathy] was quitegentle and understanding. "Maybe it's just an
age or a phase.
"
[Kathy] and her mother were not getting along
the night of the interview. Mother tried to
enforce the limit of [Kathy] staying to
participate in the interview as originally
requested. [Kathy] sulked angrily, answered
questions in monosyllables, and left the table
in a fit of tears when asked a question
sarcastically by her mother. [Sally] attempted
to force her back but finally gave up, saying "I
no longer chase them to the end of the street to
catch them." [Kathy] left the house and drove
off with her boyfriend. This behavior does not
square with [Sally's] picture of [Kathy] as the
one who accepts mother's limits and never calls
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mother's bluff. On the whole, however Sallvdoes not feel as threatened by [Kathy 'nor doesshe see her as such a difficult child presen??y
Mother- s\'t?'/i^ """^ children
^Ka?hv^^ [Laura] andL thy] is one of defeat. She has on aconscious level, refused to allow herself anv '
d^?ncult'°"' She aLo has'
or bih^ ^
recognizing their positive qualitiesbehaviors, and is reluctant to reward even
nlllJ^; interviewer inquired ataoC?
work IL": ^^^^^^^ described her
work' m!?H ^^^^^ ^Laura] did the, other answered by devaluating it, tellineinterviewer how quickly it could be ^
accomplished. Similarly, [Sally] could onlytalk about the girl's resentment aboutbabysitting at home. When asked if [Kathy] andLLaura] did, in fact, perform these duties
regularly, she said they did, very consistently.
Li^aura sj relationship with mother appeared tobe openly combative and tempered with a newlydiscovered love and respect (identification)
Although the interview stirred up a great deal
of old anim.osity for both mother and [Laura]
they both stuck it out at times when theinterviewer expected one to leave the table.
LLaura] was looking for recognition from her
mother of the changes she'd made. Mother was atfirst reluctant to validate any of them. Later
in the interview, they both agreed (voluntarily)
that the interview was surprisingly difficult
for them. ... Interviewer was impressed with[Laura's] ability to tolerate her mother's
accusations and sarcasm and by her willingness
to recognize changes in mother since therapy.
At the end of the session, [Laura] left the
house and kissed her mother on the way out,
saying, "Mother and daughter, we really do' love
each other." Obviously, [Laura's] relationship
with her mother has changed a great deal; it is
still stressful and tinged with mutual
resentments but the communication is open and
allowing of some affection.
In the telephone interview, the referral source
reported changes in the family, based upon contacts with the
mother since LIFT's termination. According to the referral
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source, the mother is seen as "far from where she should
be," but there has been improvement in making decisions on
her own. Mother is less likely to blame everything on her
children, and realizes that her own relationship with them
is part of the problem. She is a "more together" person
than before. She is better ab]e to handle crises, but
"still has a way to go." The mother has said to the
referral source that she is having less trouble with her
children these days.
The therapist was pleased with the results of the
therapy. Alace reported that the mother has a better self-
image and is more assertive. She "seems to have a stronger
hand at home." Her decision making has also improved. (One
example is the decision to file for a divorce which she is
carrying through.) Alace believes that there is now less
inappropriate anger displaced on Laura. Alace also reports
that the referral to another therapist was followed up
successfully.
The therapy
.
The family's feedback about the therapy is
described in the notes written by CM. immediately after the
session
:
[Sally] thought it was vital that LIFT worked
in the home at the beginning of therapy.
Although she would have been willing to go to an
office, [Laura] would not have been willing to
go out of the home for services. .
.
Mother felt children were alienated from
involvement in the therapy by therapists'
aligning themselves with parent (her words).
She saw this as a mistake but perhaps aninevitable problem, she wasn't sure. She wishedthat LLaura] could have had as much support(even though she admits she wouldn't have likedIt) as she herself got from [Alace]. "It wouldhave been real different if you had [an Alace]."
L Judy J should have done that."
[Laura] agreed that she didn't get involvedbecause no effort was made to see her point of
view; she felt like an enemy. The intervention
style and content made her angry. She saw itfrequently as "these are the rules, now you'regoing to live by them. No explanations ordiscussion." [Laura] said she stopped attending
for this reason.
Mother particularly appreciated [Alace' s] work
with her assertiveness
, and the extent of
support which she felt was available to herduring contact with LIFT. Work on setting
limits was helpful to mother in seeing how she
set herself up by threatening unenforceable
limits. Looking at control issues was also
helpful to her. Basically, [Sally's] feelings
about LIFT are strongly positive; she feels that
the intervention allowed her to live through a
crisis. She mentioned several times that "the
problems have not changed, but I see them
differently now."
[Laura's] strong recommendation to the team is
that they reach out to the kids and explore
their point of view even if they don't agree
with it.
[Sally] felt strongly that it was wise to
charge nothing for services during the crisis
period but that a higher price should have been
set for follow-up visits. [She] always felt
conflicted about paying so little, the price
devalued for her the quality of the service.
[Sally] especially appreciated [Alace's]
quality of friendship in therapy. She felt like
she had a real supporter in [Alace] and
maintains strong, warm feelings toward her.
[Laura] appreciated [Alace] when she explained
things. It was the lack of explanation from
[Judy] which bothered [Laura].
[Sally] described therapy as beginning by
looking at behavioral problems and limit setting
but turning toward being a time for her to look
at herself. She appreciated this essentially
individual counseling at this point and found
that looking exclusively at her own issues
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?^in ?T
^^-Pe^ceive events in the family. In
l^l^
^Laura] saw therapy as a service for hermother and threat to herself. TLaura] neverperceived therapy as offering something to heror meeting any of her needs.
The therapist commented upon the strengths and
weaknesses of the therapy. Alace thought that her most
important interventions involved "being angry with the
mother about her wishy-washyness
,
forcing her to take a
stand." Failure to incorporate the children into the
therapy is seen as the biggest mistake.
It is worth noting that the research interview seemed
to have a profound effect on both Sally and Laura. CM.
comments that:
The session was difficult for, both [Laura] andher mother. Mother was on the verge of tears or
crying at many points; she would choke her sobsdown and continue talking. It was important
that they both could verbalize how difficult it
was for them. In a sense, they were seeing it
as a judgment and needing that judgment on "have
we changed?" Mother's tendency seemed to be to
push toward the point of view that her children
hadn't changed at all. Implicitly, I saw
[Laura] as looking for recognition that her own
behavior had indeed changed quite alot
. Toward
the end of the session, [Sally] was more able to
give this to [Laura] when pressed by the
interviewer
.
Data analysis and conclusions
. J.K. and CM. independently
responded to the "interpretive questions" and criteria for
judging outcome. J.K.'s responses were somewhat limited by
the lack of tape or transcript, however, since there is a
high degree of correspondence in the facts presented and
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opinions rendered by the various data sources, judgments as
to outcome can be made with reasonable confidence.
In analyzing bias, it should be pointed out that Sally
had a positive feeling for Alace and for the therapy, while
Laura had a negative feeling. Nonetheless both mother and
daughter seemed to be in agreement about the changes in the
home since LIFT began. Thus if there was bias, it did not
seem to distort or misrepresent the facts presented by the
family.
Examples are given by Sally, Laura, and Kathy of the
family's problems before LIFT's entry, and of the changes in
the family at the present time. The behavior observed in
the session by the interviewer was also congruent with the
family's claims, i.e., that Sally still has many problems
controlling her daughters, but that she handles them better
and the daughters don't push her as hard.
Redefinition of the problems seems partially
successful. Sally now admits that her own behavior is part
of the problem. However, she still views Laura as a prime
cause of the troubles she was having at LIFT's entry.
The five criteria for judging outcome of therapy are
rated as follows:
1. Agreement of sources. There is good agreement
among sources as to specific facts and details and as to the
amount of change which has transpired.
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2. Presence of
.hnnre. Many changes in Sally have
been demonstrated, and can clearly be attributed to LIFT's
intervention. Changes in Laura seem partially to be a
response to her mother's improved parenting, and partially
to maturation. Kathy has become somewhat more of a problem,
but this is not perceived as serious by Sally. Overall this
criterion is judged a success.
^- Family organization
. The older girls help
regularly with babysitting and housecleaning, and Sally is
more in control as parent. Other areas have shown no
change
.
4. Ref_ej:rals.
. Sally did follow through on a referral
to individual therapy, thus this criterion is a success.
^' Societal criteria
. There were never any civil or
criminal changes pressed— the LIFT intervention seems to
have made court contact unnecessary. Laura's previous
truancy has been replaced by active involvement at school.
Overall this therapy is judged a success.
The Baley Family
Introduction
.
This family consists of a mother, Irene, and
two sons, Michael and Louis. The couple was divorced six
years ago. The father has moved to another state, and has
no contact with the family. Irene's parents live in the
area and there is regular contact with them.
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Figure 7. Genogram of the Baley family.
The Baley family was first referred in February 1976
following a suicide attempt by Irene. The therapy lasted
for 16 months (as described below) and was terminated in May
1977.
The female therapist (Alace) was interviewed in
February 1978. The male therapist (Frank) no longer works
with LIFT, and was not interviewed.
CM. made the initial phone call to the family requesting
participation in the study. Irene was pleased to
participate, and inquired specifically whether J.K. would do
the interview, since his name had been mentioned from time
to time by her therapist. It was decided that CM. should
conduct the interview in order to minimize the possibility
145
Of biased data due to expectations Irene might have about
J.K. The interview took place In March 1978, and was tape-
recorded
.
This interview proved to be a very difficult one.
Irene constantly wandered and digressed, and CM. found
herself unable to continually bring the focus back to the
interview questions. CM. describes the interview in her
follow-up notes:
Mother tended to wander in extensive
narratives while answering each question WhileIt was quite obvious that the interview requiredstructuring to complete it in a reasonablelength of time, the interviewer felt completely
overwhelmed by the client and allowed her to
ramble on.... The client seldom established any
eye contact with the interviewer,., [who] felt
strangely peripheral; it didn't seem to matter
who was listening as long as someone was.
The interview lasted for over three hours, and even then,
all the questions were not answered. There is, however,
sufficient information to make good judgments about the
therapy.
Since the original referral person had not had contact
with the family for two years, it was decided to question
representatives of two agencies which were involved at the
time of the referral and have maintained ongoing contact
with the family. Telephone interviews took place with a
school social worker and a worker at a mental health clinic
during the month of May 1978.
Information was also available from reports of Irene's
hospitalization and the 50-plus pages of case notes.
Referral
.
The following information was gleaned from the case
notes and the therapist interview. The initial referral
occurred in February 1976. Irene had been hospitalized for
several months in a mental institution following a suicide
attempt. During this time the children had been in the care
of their maternal grandparents. In the hospital, Irene was
diagnosed as exhibiting a severe depressive neurosis
accompanied by passive-aggressive behavior and an extreme
dependency upon anyone who was willing to relate to her.
When Irene was ready to leave the hospital, her therapist
made the referral. LIFT was requested to meet with the
hospital staff, Irene, and her parents to help make
decisions regarding the care of the two boys, who could no
longer stay with their grandparents. As a result of this
meeting, the children returned home and the family entered
treatment with LIFT.
Unlike other cases described in this research, this
family was involved with LIFT for an extended period of time
which involved three "phases" of treatment. During the
first phase the entire family was seen by Alace and Frank
regarding child-management issues. At the time, Irene was
having a particularly difficult experience in separating
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from her previous therapist at the mental hospital. It
became clear to the team that the child-management
interventions were not effective because Irene was too
involved in her personal issues. Frank discontinued contact
after two months, ending this phase of treatment.
The second phase involved Alace working one-to-one
with Irene. The goal was to improve conditions for the
children by strengthening Irene in her role as a parent.
This period was marked by several suicide gestures and by
the client's ability to involve seven or eight agencies
during each crisis. Thus therapy goals involved changing
Irene's methods of asking for help and coordinating the many
agencies involved. This phase of treatment terminated in
October 1976. The termination was slow and difficult due to
the client's dependency. Irene was referred to an
individual therapist at a private agency for long-term
supportive therapy.
In January 1977, LIFT was requested to re-enter the
case as a result of a new crisis involving potential child
abuse. In this third phase, Alace served as a case-manager,
organizing and coordinating the efforts of the many
different agencies involved with the family. The case was
terminated in March of 1977 although there remains
occasional contact between the client and the LIFT
therapist
.
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ElS^entu^^ During the research interview, Irene
described herself at the time when she was first referred to
LIFT. Irene saw herself as marginally coping with her
problems. She thought her release from the hospital was
premature ("I got pushed out") and was finding it very
difficult to terminate from her previous therapist ("I had a
crush on him"). Irene felt ineffective with the children,
"over-powered," and vulnerable to her parents' criticism of
her. During the interview, Irene jumped back and forth in
time, describing similar issues and events happening over
the course of the past two years. She mentioned various
illnesses and suicide attempts, tied in with events of loss
and rejection. She described her parents as rejecting and
disapproving, and her relationship with them as difficult
and draining.
The description provided by the therapist confirms
Irene's picture of herself and her problems. According to
Alace, Irene was an inadequate person with childish
behavior and a childish life-style. She indulged herself in
dependent and manipulative behavior, blowing events out of
proportion and involving a community of "helpers" via her
increasingly self-destructive behavior. Irene was diagnosed
by her doctor as hypocliondriacal
. She was always complaining
of pain and requesting hospitalization. Sometimes she
pretended to have taken an overdose when she wanted
attention. She was overly involved with her family of
149
origin, and seemed unable to differentiate who she was from
what her parents thought of her. Irene's relationship to
her parents involved a mixture of anger and dependency. Her
parents expressed constant disapproval, yet fostered the
dependency role.
Irene was unable to parent effectively and unable to
express the positive side of things or to communicate
appreciation. Oftentimes when Irene was behaving
helplessly, her children had to take on the parent role
toward her; providing her with nurturance, doing household
chores, etc. Also there were many instances when Irene made
suicide gestures, and the children had to be awakened in
middle of the night by strangers and taken to foster care.
According to Alace, she and the client worked together
to develop mutual goals, namely:
1. To become less dependent upon her family of
origin
.
2. To become more aware of her counter-
productive and childish behavior; and to
reduce or eliminate it.
3. To stop reacting with panic to unpleasant
situat ions
.
4. To become a more effective parent.
5. To increase self-esteem, to feel more
worthwhile, capa.b]e and important.
During this time, Alace also worked with personnel
from the various agencies which Irene would call in tim.os of
crisis. Often these workers had overreacted to Irene's
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panic calls. The goal was for the agencies to present
common response to Irene's manipulations. Rather thar
allowing themselves to be used inappropriately, the agency
personnel would ask Irene to contact the appropriate agency.
Thus, for OKample, day-care workers would not have to act as
counselors for Irene, but would rather tell her to talk to
Alace.
According to Alace, during the second phase of
treatment these goals were largely accomplished. A
planned termination was instituted designed to overcome
Irene's dependency on the therapist, and to connect her with a
therapist at another agency for long-term supportive
treatment. Soon after termination Irene had a major
relapse, which was seen as an effort to re-connect with
Alace. This time Irene managed to draw in several new
agencies with threats of child-abuse as well as suicide.
Irene's individual therapist was unwilling to invest the
time and effort to work with representatives of all the
agencies. At the request of the Welfare Department and
several other agencies, Alace re-entered the situation as a
case-manager. The goal was to coordinate the services of
all the agencies so that Irene could not play one off
against another, or use services inappropriately. The new
therapist continued to provide one-to-one counseling. Alace
interacted with Irene in what was labeled as the role of a
"friend." Alace told Irene that in this role she would be
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available to listen to the successful things in Irene's
life, rather than the problems.
Present update
.
In the interview, Irene stated clearly that
she has changed. She said she has become aware of her
previous self-defeating strategies, and gave examples of how
she now handles things differently:
My old way would be to take a few pills.
Enough to make me sick and sleepy. Once I took
enough to kill me If I need something I have
to ask for it in a direct way. If you're an
adult you'll get it. I would get the wrong kind
of help, but by asking in a direct way, asking
people who are involved, I got the right kind ofhelp, not the wrong kind...
Irene gave an example of a time when the pressure was
building and she arranged with her brother and sister-in-law
to care for the children so she could go on a church
retreat
:
Maybe that's why Karen and Charles took the
kids— I didn't take an overdose of pills so they
were stuck with the kids, I called them and asked
them if they'd take them. Maybe that's why they
took them.
Irene said she feels more capable of handling the
demands of parenting. Specifically she has learned to "make
the punishment fit the crime." She used to set limits she
could not enforce: "I used to take their living privileges
away." Now she tries to threaten only when she is able to
carry through.
Irene has begun teaching Sunday school classes and has
taken on a den of cub scouts, two challenges which she would
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have avoided previously. However, she continues to feel
isolated in the community. She has few friends and feels
plagued by the stigma of mental illness.
From the tape and transcript it seems that Irene has
learned a new way of thinking about herself and of behaving,
but that this learning has not completely replaced her
former views and behaviors. She makes encouraging
statements such as, "It goes longer and longer between
times, I fall back but not so hard," and "I've got too many
things going for me to fall apart, I couldn't go through
that again." However, she also makes a veiled suicidal
statement: "I don't have too many years left in me." At
one point she portrays herself as a destructive force: "I
don't see them [helpers] because they feel I don't need them
anymore. I saw what I did to everybody. Devastated
everybody." Nonetheless the majority of Irene's statements
during the interview are positive, constructive, and self-
enhancing.
Alace provided a positive report on the therapy, and
pointed to three areas of improvement. Alace said that
Irene was angered at first when the various agency personnel
agreed to refuse her panic telephone calls, however, Irene
has not challenged this arrangement and has changed her
behavior: "There have been no more reports of overdoses and
no more hysterical reactions (telephoning eight to ten
people) when things are difficult." Alace said that Irene
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has a more realistic involvement with her parents. It is a
more balanced relationship, and her parents treat Irene less
as a patient. Alace also mentioned "much improved
parenting" including clearer messages, better limit setting
and follow through. "She takes a genuine interest in the
kids."
On the negative side, Alace points out that Irene has
failed to find a job despite participation in two training
programs (Mass. Rehabilitation, and CETA).
The interviewer, CM., in notes taken immediately
after the session, comments upon her observations in the
family:
The interviewer^ impression is that [Irene]
still experiences a lot of tension around limit
setting, especially with [Louis]. The
interviewer's guess, from observations and[Irene's] comments, is that limit setting is in-
consistent in the home, fluctuating with
mother's physical well being and emotional
state. The mother appears to have a tendency
towards threats and inappropriate punishments.
However, contrasted against the desperation and
lack of control which [Irene] used to feel with
the children, there appear to have been some
significant changes in her perception of limit
setting and her felt ability to take control.
The intake worker at a local therapy agency was
interviewed in May 1978, about two months after the client
interview. She has had periodic contact with the family,
especially with the older son, Michael, who was seen in
therapy at the agency. In the telephone interview she
praised the work LIFT has done, but mentioned that Irene was
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once again hospitalized. Since Irene had so often falsified
pain and suicide to become hospitalized, the worker was
unsure of how to interpret the situation:
I felt positively about the work that LIFT -did I don't know if you know this client butshe s extremely dependent. She was able tomobilize herself to a good degree. Unfortunatelythere s been a real setback, related to illnessShe s back m the hospital
.... They found scartissue, and I think she's really enjoyingherself. It does feed into a lot of dependencythings, but they have found scar tissue that
"
could be the cause of the pain, and she is goingto have an operation. So, as she puts it "It's
real . " '
Alace identified the school social worker at
Michael's school as another person who has had contact with
the family since the beginning of therapy, and who could
provide feedback about the family and about LIFT's
intervention. The school social worker was contacted by
telephone in May 1978. She said she had not been aware that
LIFT had been involved with the Baley family. She had been
out of contact with Irene Baley for over a year, and could
not give a report of any family changes. She did say that
Michael had improved his behavior in school during the past
two weeks since his mother had become hospitalized and
homemakers were taking care of the household. The
researcher has no explanation for the discrepancy between
the statements of Alace and the Social Worker. During a
subsequent interview, Alace insisted that the social worker
had known of LIFT's involvement with the family, and had
been involved in cooperative planning in previous years.
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A more recent interview with Alace provided follow up
information through November 1978. She had maintained
periodic contact with Irene, who has been in and out of the
hospital several times for surgery. According to Alace, the
doctors are treating Irene for real medical problems. Irene
is enjoying her dependent position, and "playing it to the
hilt." but she is using the health service in a "planned and
orderly fashion, and making good preparation for the care of
her children." This is unlike her previous "middle of night
crises, with the children being dragged out of bed and told
their mother is in the hospital." Alace confirmed that the
children do show better behavior when under the care of a
homemaker or foster parents. However, there is not
sufficient evidence of neglect to legally justify removing
the children from Irene's care.
The therapy
.
Irene has only positive things to say about
Alace. She especially points to the quality of the
friendship and caring Alace offered, which made a real
difference to her.
Irene still feels negative about the male therapist,
Frank, who originally saw her as part of the LIFT treatment
team. He came for several visits, then stopped coming
without an explanation. When she inquired, Irene was told
•'He's not coming this week." Finally it was told to her
that Alace would be seeing her alone. Irene originally
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"developed a crush" on Frank, and felt extremely rejected by
his disappearance. She thinks that LIFT should have been
more clear about his departure from the therapy.
Irene also has negative feelings towards the LIFT
staff for "forcing- Alace into a premature termination. She
believes that Alace would have continued to work with her
had the staff not put pressure on her to terminate. This is
partially true, in that contract requirements call for
short-term work and a transition to a long-term therapy was
necessary sooner or later.
The worker from the mental health agency addressed the
issue of termination in her telephone comments. She pointed
out that LIFT'S short-term limitations could be a problem
with extremely dependent clients. She said that it was
unfortunate, but such problems can rarely be foreseen until
after the therapy is established.
In commenting on the case, Alace cites as most
important to this therapy her patience, endurance, and
perseverance. She believes that the organization and
coordination of the various agencies was critical to the
success of the case, and wishes she had undertaken the case-
manager role sooner in the therapy.
Data ^Inalys is and conclusj^ons
. The data was reviewed by
J.K. and CM., who independently responded to the
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interpretive questions and the criteria for outcome. There
was substantial agreement on all major points.
Irene seems to have a positive bias towards her
therapist, and a negative opinion of the rest of the LIFT
staff. She sees the therapy as successful and attributes
this success to the "special relationship" with her
therapist. It appears that her positive bias towards the
therapist contributes to her portrayal of her own changes,
and thus it can be assumed that she somewhat exaggerates the
positive. Despite the possibility of positive bias, Irene's
report is not one-sided, nor does it appear that she has
distorted the facts, since there is general agreement of
sources about the changes which have occurred.
In the interview, Irene's discussion was amply backed
with examples of the changes she has made in her own life
which in turn affect her mothering. These include times
when she has refrained from overdosing as a solution to
problems, examples of limit setting and discipline with the
children, and new roles in the community (den mother and
Sunday school )
.
Irene specifically discussed all of the redefined
goals mentioned by Alace; thus redefinition of problems
seems to have been extremely successful. She mentioned her
own family and her efforts to be less dependent upon them.
She discussed her own past behavior with considerable
insight into the futility of her overdoses and help-seeking
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behavior. She does not see herself as a totally effecti
parent, but appreciates the changes she has made in control
of the children. She is aware of the gains she has made in
self-esteem.
Irene's behavior in the interview session reveals
limitations to the changes she has made. For example, early
in the session Louis walks into the room and is yelled at
immediately by Irene, without an explanation or request for
different behavior. She still appears to put her children
in a parental role. For example, at several points in the
session she mentions how Michael comforts her and "acts the
man about the house." The alienation experienced by the
interviewer points to Irene's limited
, ability to connect
with others.
The five criteria for assessing outcome of therapy are
judged as follows:
1. Agreement among data sources
. There is general
agreement among the sources of data regarding this case.
The one exception is the puzzliiig discrepancy between Alace
and the school social worker. Other than this, the sources
agree that conditions in the Baley home are far from ideal,
but that significant changes have taken place compared to
the situation prior to LIFT's involvement.
2. Presence o f change
. There is no question that
there has been a significant change in several areas.
Therapy goals have been mot with regards to dependency upon
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family, counter-productive, childish, and panicky behavior,
increased self esteem, and more effective parenting. These
changes appear directly attributable to LIFT's intervention
with the client and with the network of social-service
agencies. As mentioned by the therapist and the other
agency sources, there are limits to the improvement made by
this client. However, compared to the beginning of therapy,
there have been definite improvements which correspond to
LIFT'S treatment goals.
3. Family organization
. With the reduction in
suicide attempts, the family has become more predictable.
The children are less likely to wake up in the middle of the
night to find their mother hospitalized. Improved limit
setting and consequences have also made the parent role
clearer. On the other hand, the oldest son is still called
upon to act like a parent at times, and the children's
behavior shows improvement when they are cared for by
persons other than their mother. Thus there have been some
improvements since inception of therapy but the family is
far from ideal.
4. Referrals
.
The organizational work done by the
LIFT therapist has been a significant factor in this case.
Referrals have been followed-up by Irene, and the nature of
her contacts with agencies has changed. This criterion is
judged positive.
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5. Societal criteria. Suicidal behavior has been
absent since termination with LIFT. Panic calls to multiple
agencies have been eliminated. Care for the children has
been planned for by the mother during the present bout of
illness
.
A review of the five criteria points out that the
Baley family still has serious problems in several areas.
However, in comparison to the situation prior to LIFT's
therapy, significant changes have been made, and treatment
goals have been met. Overall, therapy with this family is
judged successful.
The Allen Family
Figure 8. Genogram of the Allen family.
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Introduct ion. The Allen family consists of a mother,
Barbara, and four children, John, Mary, Louise, and Jeff.
At the time therapy began, the parents had been separated
for about one year, and final divorce hearings were just
taking place. Although the father, George, had not lived at
home for the past year, he often dropped in to visit at
unexpected times.
The Allen family was referred to LIFT by the mother's
individual therapist who worked at a local mental health
agency. The mother was having a number of parenting
problems, especially with her oldest son. The individual
therapist suggested family intervention around parenting
issues to take place in parallel with the one-to-one therapy
with the mother. The family was seen by a male-female co-
therapy team consisting of Judy and Roger. Therapy lasted
for 14 sessions, from January through May 1977.
The female therapist, Judy, was interviewed early in
February 1978. The male therapist, Roger, was a student
intern with LIFT at the time of the therapy. He no longer
works at LIFT and was not interviewed.
The mother received a phone call from CM. in February
1978 requesting an interview. The mother refused the
interview but did agree to answer a few questions on the
phone. Extensive notes wore taken by CM. during and
Immediately after the call, and these notes are quoted in
the following discussion:
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When first contacted by phone, [Barbara] gave
an immediate and strongly stated "no" to the
request for a personal interview as part of the
evaluation. She said she'd been meaning to callthe office herself to let LIFT know that she
would not participate for fear that theinterviewers would just show up at her house ~(even though it was explicitly stated in theletter that she would be contacted by phone)[Barbara] immediately explained that shedidn't want to start that again, (referring totherapy) nor did she want any taping done in herhome. She also volunteered that "she " "the
woman" (therapist), was too pushy and'neither
she nor the kids had liked it... the therapist
was a "fine person" but got her kids and herself
too upset.
Since Barbara was suspicious of LIFT's motivation and
unwilling to be interviewed, she was not asked for
permission to interview the referral agent, and such
interviewing did not take place. However, since termination
of the therapy, LIFT has learned of events in the family,
especially involving John, from several other sources,
including the probation department and the Division of Youth
Services.
Case notes for this family were difficult to read,
especially towards the end of therapy when big gaps began to
appear. The notes included case formulations and
descriptions of specific interventions but lacked a sense of
how the family responded to the interventions or viewed the
therapy
.
Overall, the information regarding this family is
scanty and informal. However, there does seem to be enough
information to make judgments regarding outcome of therapy.
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In light of the refusal to allow interviewers into the home,
the suspiciousness of Barbara, and the possibility this case
could come to court, special care is taken to preserve the
family's anonymity by omitting much of the factual detail.
Referraj. Barbara's individual therapist referred the case
to LIFT. At that time the parents hiid been separated for a
year, and the final divorce hearing was being held. The
oldest son, John, was said to be having problems adjusting
to the divorce and to a new school. There had been several
incidents of drunkenness and drug usage was suspected.
Barbara was having trouble managing her family and was
afraid for John. The individual therapist suggested
parallel therapies: While her work focused on Barbara's
personal problems, LIFT would focus on family and parenting
issues, and take into account the needs of the children.
The mother was pleased to receive the referral, and felt no
coercion at the time.
Presenting problems
.
The first telephone contact with
Barbara is described on the referral sheet. Barbara said
that John was having severe problems at school, difficulty
in controlling his temper, and was not communicating with
her. She was also having trouble with the girls, who were
"fresh and disrespectful." After working all day, Barbara
was finding it hard to cope with the children when she came
home, and felt she needed guidance as a parent.
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During the research phone call Barbara emphasized that
her son John was the real problem, and the reason for the
family therapy.
The therapists' formulation of the case was stated in
the case notes and in the interview with Judy. The divorce
was seen by the therapists as the central issue in the
family. Both parents were ambivalent about the divorce, each
angry at the other, yet not able to let go. They acted out
these feelings in many ways. Both had other relationships,
yet there were no boundaries between Barbara and George.
George would come by at any time to pick up his children,
but would never promise a visit in advance. When Barbara
was angry at John, she would telephone George to come in.
The children were put in the middle: bribed and cajoled and
asked to take sides. Yet at the same time, neither parent
really seemed to want responsibility for raising the
children. Moreover, misbehavior on the part of the children
seemed to bring the parents together. This triangular
relationship was seen by the therapists as the family's core
problem.
Also identified by the therapists were the problems
Barbara was having controlling her children. The following
quotes are from case notes:
[Barbara] has felt that she cannot get the
children to behave on her own, and gets
tremendously frustrated when she tries. Her
attempts at reprimanding have usually resulted
in her "losing control" and screaming at the
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children. This has only made her feel guilty
and more frustrated with her life situation[Barbara] has not been able to set clear limitslor the children and follow through withpredictable consequences when they have beenbroken
.
These problems were also, in part, seen as stemming from the
divorce
:
[Barbara's] hurt feelings have caused her own
emotional needs to be so high that she has less
to give the children. She spends much of hertime away from home these days in an effort to
establish a relationship with her new boyfriend
and consequently leaves the children home
alone.
... [The older children] have been sharingbabysitting responsibilities.
There were two major therapist goals. The first was
to remove the children from the triangular relationship in
the marriage by clarifying the relationship, setting limits
around visitation (in order to avoid this arena for acting
out), and having the marriage/divorce issues dealt with in
front of other adults rather than in front of the children.
The second goal was to strengthen Barbara's role by teaching
her more effective parenting skills, thus stopping her
yelling and losing control, and by having her take more
responsibility for her children (i.e., not leaving them home
alone to babysit for each other).
During the research interview the therapist claimed
that the mother agreed to several "redefined goals." The
following is a paraphrase of those goals: To clarify the
relationship with her exhusband, George, and set firmer
limits with him; to meet apart from the children, with
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George and the therapists, to discuss parenting issues; to
change hor style of discipline so there would be less
yelling; to see each child as an individual; and to be more
realistic with her responsibilities as a single parent
(including household management, allocation of chores, and
Staying home more).
Present^pda_te. In the telephone interview, Barbara talked
about the present situation. The following notes were taken
by CM. immediately after the phone conversation:
Mother reiterated several times that thingswere much better in the family now. "The kidshave come a long way; they're good kids." Shefeels that she doesn't yell so much at them andthat way gets far more cooperation from the
children. She realizes now that when she yells
she is usually taking something out on the kids-yelling is my way of letting out feelings "
She explained that she is trying to keep it
"cool" these days.
She feels like she's had a hard life in thepast years and mentioned the recent need for
surgery as an example of her difficulties. She
stressed, however, that she feels capable ofdealing with the problems at home herself. If
at any time she felt incapable, she would know
to contact Family Services or LIFT. Her son is
still the problem in her mind. He's very good
at home, she explained, but a devil at
school
.... [Specific details are omitted here].
He is presently grounded and on probation since
getting in "trouble." Mother sees him as more
in control since being put on probation.
In commenting on Barbara's telephone responses, CM.
points out:
It was clear throughout the conversation that
[Barbara] was convinced that LIFT thought she
needed their "help" again; consequently, she
often contradicted herself, saying that the kids
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were ''great" and everything was fine now.Actually the examples she did give revealed thatthere are current problems in the family andthat^she often feels that she has a "hard time
The report of Judy was similar to that of Barbara:
Some gains had been made, but there were serious problems
with John. Judy pointed out that as a result of therapy
Barbara and George had increased their distance, that
Barbara had quit her job in order to have more time to
parent, and that there was a more positive relationship
between Barbara and her daughter, Mary. Unfortunately, the
phone call with the mother did not address any of these
issues so there is no confirmation or denial of these
points
.
On the negative side, Judy pointed to escalating
problems with John, including self-inflicted injuries,
suicide attempts, and criminal behavior. The therapists
worked within the system of social agencies and school to
get a residential treatment setting for John but were angry
and frustrated because "no one was willing to pay to get him
services." Since the phone call to Barbara, John's problems
have continued to escalate; however, the details and
sources of information will not be discussed here.
The therapy
.
The therapist interview had not prepared the
researchers for the strong negative reaction exhibited by
this client. In discussing mistakes of therapy, Judy does
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point out that the timing of interventions was wrong in that
marital issues were pushed too soon. As a result, the
mother felt "alienated, criticized and pressured," and Judy
was seen as a "critical parent." However, Judy states that
this problem was corrected by "becoming more empathetic."
From the telephone conversation with Barbara it seems
.
that problems in the therapy were not corrected:
[Barbara] felt that her therapist's trouble
was her "approach"; she was too pushy
.... [Judy
]
was so tough sometimes that she would "break
down and cry." This was not a positive
experience .... [Barbara] said that she frequently
felt accused of not being a good mother, which
angered her great ly ... "all we did was talk,"
said [Barbara] when asked about her experience
with LIFT. [Judy] had me do schedules and I
worked on not yelling so much at the kids.... She
said that she felt that therapy had helped to an
extent ... [but ] when asked directly if anything
changed in the family over the course of working
with LIFT, she said she didn't think so.
The case notes describe the strategies used by the
therapists with this family:
We spent considerable time pointing out the
need for parents to work out arrangements so
that their personal difficulties do not
interfere with the children
— [1/20/77].
We impressed upon them the damage their
arguing does and also how their being together
is confusing to the kids. Much of the session
was spent with them blaming each other
— [1/27/
77] .
Case conference notes of February 8, 1977 state that it was
"decided to really put pressure on mother" by spelling out
all the negative consequences of her failure to change.
Thus it seems that instead of intervening structurally with
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the family, the therapists discussed their diagnoses with
family members and tried to argue them into changing.
In analyzing discrepancies between the reports of the
therapist and the client, it is important to note that
Barbara and Judy were in reasonable agreement as to outcome
of therapy. Their major difference was regarding the
process of therapy. Judy did not realize the severity of
the mother's negative reaction.
The area of change that was agreed upon by both the
therapists and the client, involved controlling the children.
Barbara reports that she is in much better control, and
yells less. Judy also reports such changes. It is worth
noting that this is the area of help that Barbara originally
requested from LIFT.
Termination is also a problem area in this case. The
case notes show no indication of termination being planned,
and the events of the final session are missing entirely
from the notes, leaving the reader with no clue as to why or
how the termination took place. In the therapist interview,
Judy stated that termination took place "by mutual agreement."
The client presents the same process but in another light:
...[Barbara] ended contact with LIFT when she
felt she no longer needed help in the family and
when she got fed up with being upset all the
time. She thought the fact that she initiated
termination was good and that [Judy] also saw
this as a positive step. [Barbara] admitted
that she imagined that the therapist team was
probably relieved not to have to keep cominsback to see the family.
Data analysis and conclusions
. Since there is much less
direct data for this case than others, confidence in the
following conclusions is somewhat reduced. However, there
does seem to be enough information to draw some reasonably
valid conclusions as to outcome.
Possibilities for bias in the mother's report are
quite complex. On one hand, she had a negative emotional
reaction to the female therapist, which would suggest
portraying the therapy as less effective than in actuality.
On the other hand, she wished to avoid further intrusive
involvement, which would lead to her saying "everything is
O.K. now." Both such biases seem to appear in the telephone
contact as reported by CM.
The five criteria for assessing outcome are judged as
follov/s :
1- Agreement of sources
. Although therapist and
client differ as to the emotional impact of the therapy,
their analysis of outcome is similar, with Judy's report
being somewhat more favorable.
2. Presence of change. It seems reasonable to agree
with Barbara's statement that things are somewhat better at
home now and she does have an added measure of control, but
things are far from ideal and she still has many problems
and worries. Barbara does not attribute changes to LIFT.
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According to all reports, problems with John have worsened
over time and are presently very serious. There is little
data regarding other areas included in the treatment goals.
3. Farni]^oj:gan^^ There is little data in this
area from which to make a judgment. It seems that LIFT's
pressure was seen by Barbara as a negative factor "stirring
up trouble" and thus it would be hard to attribute any
lasting changes to LIFT's intervention.
4. Referrals. LIFT's referral of the eldest son to a
residential treatment setting was a failure, despite much
effort. This failure is not LIFT's alone, but must be
shared by a social system in which resources are limited,
and agencies and schools compete to see who will not pay for
services. John's escalating problems were met with a series
of escalating half-way measures. Nonetheless this criterion
must be scored as failure.
5. Societal criteria
. John's escalating
psychological disturbance and criminal behavior require that
this criterion be judged negatively.
Overall, this case is judged a therapeutic failure.
This judgment reflects both the serious problems with John
and the negative reaction to the therapy and therapists by
the family.
In many ways, this case can be considered a therapeutic
"casualty." The negative experience will have a lasting
impression on Barbara and will prejudice any further
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attempts at therapy. The worsening situation with John
cannot be attributed to LIFT; but due to many therapeutic
errors, LIFT forfeited any chance to stop John's decline.
CHAPTER V
LIFT'S THERAPY: RESULTS AND
CONCLUSIONS
This chapter presents results of the evaluation of
LIFT, considering all eight cases, then goes on to suggest
areas in need of improvement for LIFT. While the data from
eight cases is not sufficient to generalize to all of LIFT's
functioning, it does point the direction for further
inquiry. Thus the suggestions and conclusions are presented
as hypotheses open to future testing.
Rates of Improvement
Of the eight cases studied, four were judged as
successful and four as failures (see Table 2). Thus for
these cases a success rate of 50% was observed. One of the
four cases judged as a therapeutic failure (the Allen
family) has shown continued deterioration since termination.
This deterioration is not attributed to LIFT's intervention.
A deterioration rate of 12|% could be cited; however, such a
figure is statistically unreliable, since it represents a
single low frequency event within a small sample.
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Table 2
Outcome of LIFT intervention
Kju u come Family
Name
Therapists
Success
Edgar
Mendel*
Prince*
Baley*
J. ct L/tJ —
Alace -
Alace -
Alace -
Greg
Roger
Judy
Frank
Failure
Allen*+
Alder*
Martin*
Grant
Judy
Judy
Judy
Alace -
Roger
Roger
Mort
Susan
*Single-parent
+Deterioration
family
subsequent to therapy
The improvement rate of 50% found in the present study
can be compared with improvement rates noted in the
psychotherapy literature. Smith and Glass (1977) cite an
average improvement rate of 75% for clients using all
methods of psychotherapy. Gurman (1973) found a 66% average
improvement rate in his review of outcome studies of family
and marital therapies. In a more recent review of marital
therapy, Gurman (1978b) found an average improvement rate of
61%. Compared to these figures, the improvement rate found
in the present study is substantially lower.
Comparing rates of improvement, however, has some
serious drawbacks. Average rates of improvement are
computed from studies involving a variety of client
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populations. Since LIFT's client population is somewhat
different from the population using most traditional
services, comparison of outcome rates has limited value.
Comparison with a no-treatment control group would be a far
more effective way to evaluate the present results.
Considering the difficult nature of LiFT's client
population, one may speculate that a 50% improvement rate
would be higher than that experienced by similar families
not receiving LIFT's services. Until a control-group study
is performed, this must remain a speculation.
The purpose of the present study is not to form a
final judgment about LIFT's services, but rather to suggest
areas for improvement and to prepare for a possible ongoing
evaluation in the future. The 50% improvement rate for
eight of the families treated in calendar year 1977 provides
a baseline for comparison with subsequent outcome research
of LIFT'S therapy. In Chapter II it was suggested that LIFT
has continued to upgrade the quality and effectiveness of
its services to families. If this is the case, future
studies of LIFT's therapy should show a higher rate of
improvement than that observed herein.
Factors Distinguishing Successes
and Failures
Factors prior to therapy. Table 3 compares the initial
problems of the eight cases studied. (Problems are
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Table 3
Initial Problems Compared Across
Successful and Unsuccessful Cases
Successful Cases Initial Problems
Edgar
Mendel
Prince
Baley
Couple
somatic
nightma
Oscar '
s
drugs
,
Diana
'
neighbor's borrowing, e
fighting; Marion
problems; low s
res
; Marion usin
truancy; Oscar'
drink, mischief;
lack of self-as
's drinking; Jeff's temper;
elf-esteem; children's
g Kathy as confidant.
s involvement with peers "
Diana's depression;
sertion regarding
ntering house, etc.
m
Laura's disobedience, b
Sally's inability to di
screaming, throwing thi
make decisions.
reaking curfew, drugs;
scipline, losing control,
ngs
;
Sally's inability to
Irene's suicide attempts, dependency upon agency
personnel, manipulation of agencies; Irene's
inability to parent, to discipline, provide
consequences, follow through. Irene's failure to
provide care for her children during bouts of
suicidal-manipulative behavior.
Unsuccessful Cases Initial Problems
Allen John's disobedience, drunkenness, drug usage,
temper. Barbara's inability to cope with
children, to set limits and consequences and to
follow through. Parents involving the children in
problems regarding the divorce, using the children
to approach and attack each other.
Alder Betty unable to control her children; house in
chaos, furniture smashed, food stolen; truancy of
school-aged children; older children refusing to
work.
Martin Marsha experiencing depression and inability to
cope; Victor stealing and lying; lack of
connection and nurturance between mother and
children
.
Grant Ruth's disobedience, drug usage, cashing bad
checks, refusal to participate in family
activities. Ruth and Sylvia unable to get along
with each other.
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abstracted from the reports of all the different sources.)
As can be seen in the table, there is no apparent difference
in the severity of initial problems between the four cases
judged successful and the four cases judged as failures.
Both groups contain three single-parent families and one
two-parent family. Both groups contain one family with pre-
teen children and three families with teenagers. The
average age of the parents in the successful group is 31
while the average age of the failure group is 33. Thus such
factors as age, family composition and severity of initial
problems do not distinguish the successful cases from the
failures
.
Therapist factors
.
Of the seven therapists participating in
the study, Alace, Judy, Frank and Greg were regular LIFT
staff members, while Roger, Mort
, and Susan were student-
interns. The staff therapists had primary responsibility
for the cases. The participation of the interns varied from
case to case, however, the extent of intern participation
was not investigated during the data-gathering.
A review of Table 2 reveals a therapist factor which
relates to outcome. One therapist, Alace, was involved in
all four cases judged as successiDul, while another
therapist, Judy, was involved in three of the four failures.
It is not clear from the data the extent to which this
result is due to an accident of sampling, to the particular
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personalities and skills of the two therapists, or to
interactive effects involving the matching of the therapist
with the client family.^ It is beyond the scope of this
dissertation to make a detailed study of the overall work of
the therapists participating in the study. Remarks will be
confined to the specific data emerging from the eight cases
studies
.
Factors involved in therapeutic succes^ Of the four
successful therapies three involved single parents. All
three single-parent mothers pointed out the caring, support,
and friendship shown by Alace as significant factors in the
therapy. Diana Mendel saw both Alace and Roger as
exhibiting caring and support. She pointed to specific
suggestions made by the therapists which she has followed.
Sally Prince saw Alace as providing caring and support for
her in her role as mother. She criticized Judy for not
providing the same support to her daughter, Laura. Alace
"explained things" which was seen as good, whereas Judy "did
not explain things" which was seen as bad. (It will be
remembered that Judy dropped out of this case after six
6
Personal experience of the researcher in the role of
clinical supervisor at LIFT has shown each of these
therapists to be more effective with particular types of
family constellations, presenting problems, and client
personalities. Thus I believe that an accident of sampling
has contributed somewhat to the large difference in rate of
success of the two therapists. Further research involving a
larger sample may shed light on this artm.
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sessions while Alace remained for a total of fifteen
sessions.) Irene Baley saw Alace 's caring as most
important, and commented on the "special relationship" she
felt. She was critical of Frank for treating her cavalierly
before he dropped off the case. Irene also gave many
specific examples of suggestions made by Alace which she had
incorporated in her life.
The other successful therapy involved work with a
marital dyad. Jeff and Marion Edgar did not focus on the
therapist's caring per se. They did point to the ability of
Alace and Greg to draw them out and make them comfortable.
They were impressed with the intelligence and skillfulness
of the therapists. As in the other successful cases, Jeff
and Marion gave specific examples of advice and suggestions
which they had incorporated into their relationship.
It seems that in all four successful cases, a sense of
connection and trust developed between the adult clients and
the therapists. The single-parent mothers emphasized the
caring and support of the therapists, while the marital
couple emphasized the therapists' ability to make them
comfortable and draw them out.
The situation was different with respect to the
children. In two of the successful cases (Baley and Edgar)
the children were young, and not involved in the therapy.
In the other two successful cases, attempts to establish a
relationship with adolescent children failed. Laura Prince
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said that she saw the therapy as benefiting her mother, and
recalled no attempt of the therapists to reach out to her.
Oscar Mendel said that he refused to deal with the
therapists, but that they were helpful to his mother. -
Nonetheless, Oscar and Laura seem to have made significant
changes since the time of therapy. It must be remembered
that even when LIFT therapists work one-to-one with a
client, the ultimate goal is a change in the entire family
system. Thus it is not clear the extent to which changes in
the adolescent children were the result of maturation; and
the extent to which they were the result of changes in the
family systems, brought about by therapy with the mothers.
Another factor which was present in all four
successful therapies was an increase of pride and self-
esteem in the adults. Diana Mendel said she realized "I
wasn't doing such a bad job after all." Jeff and Marion
Edgar said that previous to therapy they used to "tear each
other down," and gave many examples of how they were now
proud of themselves and each other. Irene Baley points with
pride to her ability to "handle things differently now," and
Sally Prince is pleased with her new ways of handling
situations. In all four cases the parents state that the
problems have not disappeared, but that they are now able to
handle them better.
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Factors involved in therapeutic failure
. Of the four cases
judged as failures, three involved single parents. All
three single-parent mothers pointed out difficulties in
their relationship with Judy. Both Barbara Allen and Betty
Alder said they felt blamed by Judy, and said they
terminated therapy because of the rudeness and pushiness she
displayed. Both said that Roger was quieter and gentler,
and that they were satisfied with their relationship with
him. Marsha Martin described Judy as "rough," "aggressive,"
and "hammering away." She said she did not let the effect
of this treatment show: "I'm very skillful at fighting off
aggTession, but that doesn't mean that I didn't feel it."
Marsha saw Judy as supportive, but somehow missing the mark,
and unable to hear her when she tried to explain that things
were worse than they seemed. Marsha said she found herself
in a struggle with Judy, needing to prove that she was a
"good parent .
"
None of these three single-parent mothers were able to
point to many specific interventions which took place during
the therapy. Unlike the reports from the successful cases,
these parents described the therapy in more general, vague
terms
.
The other therapeutic failure involved work with a
two-parent family. Richard Grant criticized Alace and Susan
for "siding with" his daughter and "believing her stories."
Both therapists found it very difficult to relate to Sylvia
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Grant, and thus set the stage for her defection from
therapy
.
In all four failures there was an inability of the
therapists to establish a climate of trust. Mutual shared
goals were not established between therapists and clients.
The self-esteem of the clients was not enhanced, and
instead, the clients felt blamed or misunderstood.
The failure with the Grant family involved an
inability to make a personal connection with Sylvia Grant
and also a serious mistake in strategy, i
. e ., suggesting a
session with father and daughter alone. The most heartening
aspect of this case is that the clients terminated the
therapy after just four sessions. This allowed the family
to puruse other alternatives and the therapists to see other
cases
.
The consequences of the other three therapeutic
failures were more profound. The therapies lasted three to
five months, involving from eight to fourteen sessions.
During that lengthy period the mothers were harboring
distrust or doubt, yet were unable to communicate this to
the therapist. In all three cases the therapist points out
specific changes and improvements in the family, but the
mothers discount or deny these changes. Assuming that some
changes did actually occur, negative feelings towards the
therapy have erased the impact of the changes from the minds
of the clients.
183
Comparing Successes viith failu res. For the cases studied,
the clearest distinguishing factor between successful and
unsuccessful therapy was the nature of the relationship
between the therapists and the adults of the family. '
The importance of relationship factors has been
discussed often in the literature of individual and group
therapy. In a review of the literature, Bergen (1966)
points out that therapeutic progress varies with therapist
warmth, empathy, adjustment, and experience. Truax et al.
(1966) have demonstrated that accurate empathy,
nonpossessive warmth, and genuineness on the part of the
therapist are causally related to the degree of patient
improvement or deterioration. More recently, Dana (1974)
has reviewed studies involving relationship factors between
client and therapist. He points out that although there may
be specific methodological problems with individual studies,
a global factor labeled as "therapist caring" or "social
feeling" has been established as significant to successful
therapy. This factor can be described in terms of specific
attributes or techniques, but it goes beyond techniques to
basic feelings of one human being towards another. In the
present study, the client descriptions of therapist support,
caring, and friendship seem similar to the positive
therapist characteristics described by Dana and others in
the literature.
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Research on encounter group "casualties" (Yalom &
Lieberman, 1971) has revealed a style of leadership which is
most likely to produce lasting negative experiences in some
group members. This style is "characterized by intrusive,
aggressive stimulation, by high charisma, by high
challenging and confrontation of each of the members, and by
authoritarian control." In the present study, descriptions
of therapist pushiness, aggressiveness, and confrontation
are associated with three of the therapeutic failures. The
Yalom study also found that group leaders were rarely able
to identify "casualties" in their groups. Similarly, in the
present study, Judy was unaware of the magnitude of the
negative feelings held by family members in the three cases
seen by her and judged as failures.
As pointed out by Minuchin ( 1974 ), relationship factors
between a therapist and a family are more complex than those
with an individual client. Not only must the therapist
relate to each individual family member, and to
relationships between family members, but also to the rules
and transactional style of the family as a whole. In
Minuchin 's description of structural family therapy^ an
important first step is to establish a therapeutic
relationship with a family. He defines this process as
"joining" and "accommodating" to a family.
The concept of joining is complex: in terms of
technique, it involves the therapist emphasizing those
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"aspects of his personality and experience that are syntonic
with the family's." However, Minuchin's description of
joining goes beyond that of technique. It is an
experiential process. "The therapist accommodates to the
family system to an extent that allows him to experience and
assess the stress and pain felt by the family members."
Thus the therapist not only acts in ways which will
positively influence family members but also adjusts himself
so that he can experience what it is like to be a member of
the family. It is from this combination of active relating
and inward openness to feeling and experiencing with the
family that the therapeutic relationship evolves.
In the following discussion other factors will be
analyzed, such as the lack of clarity of therapeutic goals,
strategic errors of the therapists, problems involving the
process of termination, etc. These are all areas in which
need for improvement emerges from the data. However, such
factors do not distinguish the successes from the failures.
For the cases studied, a positive therapeutic relationship
was associated with success despite strategic errors and
therapist blunders. Lack of a good relationship led the
family to discount the gains claimed by the therapist, and
was associated with failure. The crucial importance of
joining with a family and establishing a feeling of trust
and caring is the most important result of this research.
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This result is based upon a sample of eight cases, six
of which involve single-parent mothers. It is worth
comparing the single-parent cases with the two-parent cases.
In all six single-parent cases, the presence or absence of
support, caring, and friendship was mentioned as an
important factor in the therapy. It is reasonable to assume
that the relationship with the therapist is more important
to a single parent than to two parents who are involved in a
relationship with each other. In the two-parent fam.ilies,
joining with the family was important, but "caring" seemed
to be a less important aspect of the relationship. Thus the
Edgars pointed out how the therapists made them comfortable
(joining, accommodating), while Richard Grant accused the
therapists of siding with his daughter (failure to join with
parental system).
The importance of establishing a caring relationship
with a single-parent mother should not be construed as a
return to the individual-oriented approach to therapy. With
single-parent families, the possibility for an adult-adult
relationship within the family is often non-existent, while
the drain of child-care falls completely on the single-
parent's shoulders. It is understandable that an adult-
adult relationship with a therapist, which includes support,
caring, and friendship, will be particularly important to
the single-parent. From the structural point of view, such
a relationship not only facilitates change, but also it is a
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change, since the forming of an adult-adult relationship
introduces and defines a boundary within the system.
The data also suggests that it is of primary
importance to win the trust of the adults in the fami]y.
Two cases were successful despite the failure to form an
alliance with the teenage children. However, every case
failed in which a good alliance with the parents was not
established. This result should not be taken to mean that
the adolescents should be ignored, but only that an alliance
with the adolescents combined with a failure to ally with
the adults is likely to be detrimental to the therapy. For
example, in the Grant case, "siding" with the daughter
doomed the therapy; and in the Alder case extensive work
with the children which bypassed the mother seemed to
contribute to the failure.
Factors Involving LIFT's Policies
and Procedures
Value of dut reach
. Six of the families interviewed said
they preferred the therapists coming to the home. Only one
client responded negatively: Irene Baley said that home
visits were uncomfortable initially, and took a while to get
used to. Barbara Allen was not asked about hom.e versus
office during her telephone interview. Betty Alder, Diana
Mendel, and Sally Prince all said thoy would have been
unable to get their children to come with them to a
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therapist's office. Jeff Edgar said he would not have gone
out of the home. Marsha Martin said she felt so helpless
and lacking of energy that having the therapist come to her
home was a definite advantage. Richard Grant said that he
would have gone to an office, but that the home visits were
convenient. Thus from this sample it would appear that
outreach is an important positive factor for many of LIFT's
clients
.
One aspect of outreach was not discussed with the
clients during the research interviews, but seems pertinent.
Given an office setting, it is easy for a client to
communicate dissatisfaction to a therapist by "forgetting"
to show up for an appointment. In a subsequent session, the
therapist will know to ask the client how therapy is failing
to meet his or her needs, and a conversation about the
therapy will ensue. It is more difficult for LIFT's clients
to "forget" to be home. The client either has to call and
make an excuse, or disappear and be rude by making the
therapists drive back and forth for nothing. Thus it is
harder for a LIFT client to communicate dissatisfaction via
no-show, or to terminate therapy via successive failures to
appear. This may be one reason why Betty Alder and Barbara
Allen remained in therapy for three and four months
respectively, when they were both extremely dissatisfied.
In summary, outreach is shown to have definite
advantages in reaching a client population which would not
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otherwise receive services. There is a potential problem in
that outreach makes it more difficult for the client to
alert the therapist to problems in the therapy process.
Outreach also makes it more difficult for a client to
terminate therapy. When the therapy is meeting the needs of
the client and change is occurring, the added difficulty in
missing a session or terminating is probably in the best
interest of the client. However, when the therapy is not
meeting the clients' needs ,or is becoming destructive, the
client should be protected. In these situations, therapy
may become interminable, with both therapist and client
feeling hopeless and despairing but neither party able to
end the therapy. Barbara Allen points to this problem in
her description of termination: she "imagined that the
therapist team was probably relieved not to have to keep
coming back to see the family."
Issues regarding termination
. A review of the eight cases
reveals that only three had planned terminations. For the
other five cases, termination was decided upon and carried
out all in a single session. The three planned terminations
all involved successful therapies. The Edgar family had a
short-term contract for eight sessions. Sally Prince was
referred for individual counseling, and therapy ended with a
transfer session including Sally, Alace, and the new
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therapist. Irene Baley was referred for long-term
counseling, and the transfer was well planned.
In three of the abrupt terminations, the client
decided to end therapy. Betty Alder, Barbara Allen, and
Marsha Martin all decided to terminate. In all three cases
the clients were dissatisfied with the therapy, but unable
to explain their dissatisfaction to the therapist. There
was no mechanism in these cases to permit termination, other
than the accomplishment of treatment goals. Since goals
were not being accomplished, the therapy continued along.
In the case of Marsha Martin, the therapy was pleasant.
Judy said "both therapist and client were enjoying the
therapy a little too much." However, Marsha did not feel
that anything was being accomplished. For Betty Alder and
Barbara Allen, the therapy was definitely unpleasant. In
all three situations the client had to take the initiative
to terminate. Termination with LIFT was especially
important for the Alder family. Betty Alder was able to
seek services elsewhere, which proved to be valuable to her.
Termination with the Grant family was decided over the
phone when Sylvia refused to participate in the family
sessions. As mentioned above, this swift termination
allowed the family to seek services elsewhere.
Termination with the Mendel family is not clearly
explained as there are several versions. The case notes
state that Diana initiated the termination, whereas Diana
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says she was surprised by the abruptness of the therapists'
termination. In this case it seems as if the therapists
felt stuck in an interminable therapy and needed the client
to bring about termination. Diana quotes the therapist,
Roger, as saying, "You've been wanting to kick us out" and
"We've done all we can do." Alace remembers the final
session as confusing, emotional, and abrupt. She said that
the therapists felt relief that the therapy was over, but
she felt that they handled the termination badly.
An analysis of the problems regarding termination
leads to the suggestion that LIFT offer t im.e-limi ted
contracts to the client families. Such contracts could be
renewable at the discretion of the therapists and clients.
The end of a contract-period would provide a built-in reason
to reexamine the progress of the therapy and explore
potential dissatisfactions and mistakes. Therapies which
were dissatisfying or destructive to the clients would be
more likely to change or be terminated. Clients who were
somewhat dissatisfied would not have to wait until they
became more and more exasperated and a threshold level was
reached which allowed them to take the initiative and
terminate therapy.
Therapists would also have the opportunity to
terminate a therapy which seemed unproductive, rather than
feeling the need to keep plugging away because the problems
were not being solved.
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Since the inception of this research, the LIFT staff
has moved towards establishing time-limited contracts with
client families.
Establishing of treatment goals
. During the therapist
interviews, the therapist was asked to describe the private
goals for the therapy, based upon the case formulation, and
to describe the "redefined" goals which were publicly shared
between therapist and client. It was assumed by the
researcher that these would be somewhat different, the
private goals reflecting elements of the therapists' hidden
agendas and strategies, and the redefined goals reflecting
the therapeutic contract between the therapists and the
family. An analysis of the therapist interviews showed that
in most cases the distinction between private goals and
redefined goals was not made by the therapists. Rather, the
therapists simply restated the private goals in milder
language, removed diagnostic jargon, and claimed these were
the redefined goals. For example, when asked about
redefined goals for the Mendel family, Alace stated that
Diana vacillated between accepting and rejecting the
therapists
'
definition of the problems" (emphasis added).
Another example comes from the Allen case, in which Judy
claimed that Barbara had a redefined goal of "being more
realistic with her responsibilities as a single parent."
This was really a goal of the therapists, who wanted to see
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better care taken of the children. The goal implies blame
of Barbara for being irresponsible. In case after case, the
process of redefining goals was seen by the therapists as a
process of somehow convincing the clients to accept the
therapists' goals. The only real exception was the Edgar
family, in which the therapists started with the clients'
goals for each other to change, and redefined them in terms
of change in the relationship so as to avoid mutual blame.
Interviews with the clients revealed that often the
clients disagreed with the therapists' goals. For example,
Betty Alder saw the establishing of rules and consequences
as the therapists' agenda, and thought that this approach
would surely fail. Marsha Martin appreciated the support
Judy gave, but saw it as the therapist's agenda. In
summarizing her feedback, Marsha Martin said that the most
important criticism she could make was to point out the need
for the therapists to make their goals and agendas clear to
the family members.
It appears from the data that, across all cases,
whether judged overall as successful or unsuccessful, the
particular areas where change occurred correspond to a
matching of client and therapist goals. There are many
examples. In the Prince family, the therapist goal of
"making the mother less hysterical" was matched by Sally's
goal of wanting to stop "looking dumb and acting foolish."
Both Sally and her daughters agreed that she had indeed
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learned to control herself better. In the Martin family,
the only area of change Marsha could identify as
attributable to LIFT was in her ability to better understand
the manipulations of her children. Marsha stated that her
goal was to receive family therapy in order to improve the
relationship with her children. In the Mendel family the
therapists were discouraged because their goals were not
being met, yet Diana was pleased with the therapy, because
the therapist goal of increasing her asserti veness helped
her make the changes she wanted regarding becoming nore assertive
towards her neighbors. Irene Baley is the only exception.
It seems as if Irene adopted the therapist's goals as her
own
.
The foregoing analysis leads to the conclusion that
LIFT staff should pay closer attention to the needs and
goals of the clients. The process of redefining goals
should begin with the clients' agendas. Therapists' private
goals should be implemented via the vehicle of accomplishing
client goals. Trying to convince the family to adopt
therapist goals seems likely to lead to failure. Such
convincing is predicated on the argument that the family's
way is wrong and the therapists' way is right. This cannot
help but imply accusation and blame towards family members.
The Allen family provides the clearest example of this
mistake. The therapists diagnosed a situation in which the
recently divorced parents were involving their children in
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their continued conflicts with each other. The therapists
strategy was to try to convince the parents to stop this
misuse Of their children by arguing with the parents and point-
ing out the hurt they were causing the children. "We
impressed upon them the damage their arguing does and also
how their being together is confusing to the kids." It is
no surprise that Barbara Allen felt accused and blamed by
the therapists and did not even want researchers to enter
her home.
In his book, Problem Solving ThPrpjy^ jay Haley (1976)
points out the many dangers of failure to join with the
client families and failure to begin with the goals and
agendas which the families present. The present research
illustrates many of the points Haley makes, including the
futility of trying to argue clients into changing. Haley's
work has influenced the present analysis of research
findings, and it is currently being incorporated into the
therapeutic methods used by the LIFT staff.
Composition of therapy teams
. In several cases the
composition of treatment teams changed over the course of
the therapy, as co-therapists were added or dropped from the
team. During the research interviews, clients commented
upon these changes and discussed their preferences for male
or female therapists.
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Irene Baley had an instant "crush" on the male
therapist, Frank. Later she became angry at him for
treating her harshly and for dropping off the treatment team
after four or five sessions. Irene was upset at the way
Frank's termination was handled. When she asked Alace why
Frank did not show up for a session, she was told, "He's not
coming this week." According to Irene, "This went on for
three or four weeks before I learned they thought I just
didn't need the two of them." "At that time I thought I
v/asn't important enough to rate the two of them." This
example stresses the need for clarity and directness with
clients whenever personnel on a case need to be changed.
Such changes should occur as infrequently as possible, and
if they must occur, care should be taken to investigate how
the client makes meaning of the change.
Even when the situation is clearly anticipated and
explained, changes in personnel show an effect on the
clients. For example, in the Edgar case, Alace went alone
to the family for the first session and then was joined by
Greg for the remaining sessions. The need for this had been
explained by telephone before the first session.
Nonetheless, in the research interview the husband remarked,
"I didn't want to talk to a woman, of course, but the first
night she made such an impression on me, I didn't care if
the guy came or not. Then actually I was upset when the guy
came .
"
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Both these examples point to feelings of clients
towards therapists of the opposite sex. Since such feelings
are unlikely to be discussed during family therapy, it is
important for the LIFT staff to be aware that they do occur,
and can affect the therapy.
In several cases, feedback was given by clients that
it would be easier to talk to a person of the same sex. In
the Edgar case, as mentioned above, Jeff said, "I didn't
want to talk to a woman, of course..." Richard Grant said
he would have preferred a male-female co-therapy team to the
two female therapists. Marsha Martin said that she
generally prefers talking to another woman than to a man,
but that the male therapist on her treatment team (Mort) was
particularly sensitive.
An area which may bring unspoken questions to the
minds of clients is in the relationship of staff member to
intern on a co-therapy team. In the Martin case, for
example, Marsha reports, "I knew that Mort was just
interning, and sort of like on the job training, although I
wasn't told till I asked. That information wasn't offered
to me. I felt that he played a very secondary role in the
whole thing and that was why I asked." LIFT therapists
should be aware that similar questions may exist, unspoken,
in the minds of other clients.
Generally speaking, tiicso data suggest the importance
of male-female co-therapy teams, especially in two-parent
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families, and thG importance of providing at least one
therapist of the same sex as the parent, in single parent
families. Both therapists and supervisors should be alert
to the possibility of sexual and/or other irrational "
feelings on the part of the clients toward the therapists.
Changes in personnel during the course of a therapy should
be avoided if possible, and well-explained when they are
necessary
.
Feedback from referral sources
. In addition to questions
about particular clients, the referral sources were asked to
discuss the liason between themselves and LIFT, and to
provide general feedback which would help LIFT to critically
examine its services.
The response was overwhelmingly positive, as
exemplified by such comments as "wherever you get your
funding, go out and get some more," and "you are doing
something that nobody else does, we really appreciate you."
A problem regarding LIFT's network meetings was
mentioned repeatedly. Several referral agents explained
that they could not take time off regularly to attend
network meetings, but would like to attend whenever one of
their clients was being discussed. They wanted LIFT to
provide advance notice of which clients would be discussed
at a meeting, so they could plan their schedules accordingly
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One school social worker said that because she did not
attend network meetings, she did not know that LIFT was
seeing the families of several children she was involved
with. She wished that LIFT would keep better contact with
those workers who did not regularly attend the network
meetings.
Summary
Fifty percent of the cases studied had successful
outcomes. In the cases judged successful, the clients felt
a good relationship with their therapists, saw the
therapists as supportive and caring, and could point to many
specific examples of therapeutic interventions. In the
cases judged as unsuccessful, the clients felt misunderstood
or blamed by the therapists, and gave mostly vague and
general statements about therapy interventions.
One therapist, Judy, was involved in three of the
therapeutic failures. She was seen by the clients as
aggressive or rude. A more patient, gentler approach was
valued by the client families.
Problems were observed in many of the therapies with
regard to the setting of goals. Areas of success appeared
to occur where therapist and client goals coincided.
There were difficulties when one member of a co-
therapy team dropped off a case. Also, termination was
poorly accomplished in many of the therapy cases.
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Referral sources had much positive feedback regardin
LIFT'S work. The one major criticism was the need to have
more advance notice of the agenda for "network" meetings.
Suggestions for improved therapy include emphasizing
the process of joining with the clients and establishing a
caring, trusting relationship; refining the goal-setting
process to better reflect the goals of the clients; and
establishing short-term contracts, thereby building-in a
point for critical review or termination of therapy.
CHAPTER VI
THE EVALUATION: OBSERVATIONS
AND RECOMMENDATIONS
This chapter presents observations and conclusions
about the evaluation process used in the study. Areas of
strength and weakness are reviewed. Suggestions are made
for an ongoing evaluation component for the LIFT program.
Comments on the Data-Gathering
Process
Feedback from the families. Among the questions asked each
family during the research interview were questions about
the evaluation procedures themselves. The Allen family
refused to allow interviewers into the home (as described in
Chapter IV). The other seven families gave almost identical
answers to questions about the interview. No one felt that
the interview was too long. (The duration of interviews
varied from one to three hours, depending upon how much the
clients had to say.) None of the client families said they
felt their privacy had been invaded by the interviewers.
All said they would be willing, if necessary, to have a
second interview.
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All seven families responded that it was easier to
talk about the therapy with the interviewers than it would
have been to talk with the original therapists. Family
members felt that they would not have been able to be as
explicit in their negative criticism.
Effects of the research interviews on the families
. 0ve
r
the course of the research it became clear to both of the
interviewers that, in many cases, the meetings with the
families were powerful cognitive and emotional experiences.
Much more was happening than the transfer of data about the
previous experience of therapy. Some families used the
interview to express pride in the changes they had made.
Others felt a sense of relief and closure to be able to
finally tell someone about an aspect of LIFT's work which
they thought was wrong or unfair. For other families the
interview process seemed to strike even deeper chords. In
two families, (Edgar and Prince) the session became more
than a judgment of therapy. The family members were judging
themselves and each other. Family members needed
recognition from one another for the changes they had made.
While talking with the families, there were times when
the interviewers had to make decisions about how to respond
to situations which emerged. On one hand, the desire for
scientific objectivity would lead the interviewers towards
making minimal responses to emotional situations between
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family members. This would permit the interviewers to
observe family behavior patterns. On the other hand, the
interviewers had a responsibility to the family, since the
research was stirring up past feelings and situations. The
interviewers could not become therapists for the family.
However, they could use their therapeutic skills to allow
family members the time and space to express themselves
clearly. The interviewers could give family members the
feeling that they were really understood. Also the
interviewers could help the communication between family
members: not denying the truth, but providing a vehicle for
communication to take place with less defensiveness
,
accusation, and blame. Thus the interviewers could strive
to leave the family members with a positive experience,
rather than a discouraging or destructive one. At times,
this meant that the interviewers had to be sensitive to
areas which family members wished to avoid, and to allow
such avoidance despite the fact that this prevented certain
data from being collected. (For example, Sylvia Grant was
not pursued by the interviewer. Her absence from the
research interview was taken as a refusal to participate,
and not pushed.) At times the interviewers had to be more
concerned with the here-and-now process of the family than
ith the data about the past. Most important, the
interviewers had to exhibit compassion, respect and caring
for the people whose lives they wore entering.
w
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This experience has important implications for any
future evaluations done by LIFT. If someone is hired to
perform follow-up interviews, that person should definitely
have clinical as well as research experience. This is
especially important in light of the research finding that
families were unable to tell their therapists about negative
or destructive aspects of the therapy. It can be assumed
that family members might allow negative or destructive
events to occur during the research interview, and be unable
to let the interviewer know, or to eject the interviewer.
Thus human compassion and therapeutic skill are essential
ingredients for this form of research.
Sources of data
.
In performing judgments about outcome, it
was found that having several sources of data was very
important. In half the cases, disagreements occurred
between data sources. Analysis of these disagreements
provided valuable insights regarding the therapy. The fact
that the sources disagreed was, in itself, important data
which pointed to a blind spot of LIFT therapists. In
several of the cases, one or more of the data sources was
missing. This had a detrimental effect on the research when
the remaining sources were in disagreement. The Martin
family fits this category. Both interviewers found it
extremely difficult to make judgments about this case. Lack
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of a report from the referral source compounded this
difficulty
.
Family members presen t for the research . Another aspect of
the problem of acquiring data from a variety of sources is
the issue of which family members actually provided the
research data. The interviewers requested all family
members to be present, but did not push parents to make
their children attend. Of the five families which included
teenage children, only the Prince family provided extensive
feedback from the children. One of the parents was also
missing from the Grant family interview.
Failure to get the whole family to attend the research
interview limits the data collection in two ways. Not only
do the interviewers lose the perspective of the missing
family members, they also lose the chance to observe
patterns of family interaction involving these members.
However, discussed above, there is an ethical problem
regarding how forceful to be with a family in requesting
their participation in the research. The interviewers must
respect the family's limits. The fact that family members
do not attend is, in itself, data of a limited sort. It
seems that there is no simple solution to this problem.
Case Notes . Another area in which the data was often scanty
was that of case notes. Fortunately this is an area in
v/hich improvement has been made. Case notes for the eight
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cases studied contained many inadequacies. There were no
formal reports marking initiation or termination of therapy.
Session notes were mostly hand-scrawled on inferior paper,
and many sessions were missing entirely. Most notes
"
referred to the statements and behavior of family members
during sessions. Sometimes case formulations and family
diagnoses were made. Less often were the specific
interventions of the therapists described, and the reactions
of the family members to the therapists were rarely
included.
Deficiencies in the case notes were definitely a
problem to the research, however, the impact of these
deficiencies goes even further. The case notes reflect two
major failures of the therapy: Failure to set clear goals
and failure of the therapists to be aware of the impact they
were having on families.
Since the inception of this research, the LIFT program
has clarified and tightened its requirements for case
documentation. This, in turn, has helped the therapists to
think more clearly about their cases.
Good documentation will be especially important to
evaluating the therapy currently being performed by LIFT.
This is because the LIFT staff are moving towards the ideas
of Haley's "strategic" therapy. An important technique of
strategic therapy involves attributing changes to the work
of the clients rather than to the interventions of the
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therapists. Thus while therapy may be successful, the
client may not be able to point to any interventions of the
therapists which made it so. In such cases, documentation
of the therapists' interventions will be necessary in order
to attribute changes to LIFT.
Suggestions for Future Evaluation
The present research was undertaken, in part, to test
methods and techniques which could become part of a regular,
ongoing evaluation procedure for LIFT. The need for
evaluation of LIFT's services goes without question, since
LIFT is in many ways a unique program and is experimenting
with unusual forms of service delivery to a population
otherwise unlikely to receive services. That need has been
further reinforced by the results of the present study. In
half the cases studied, families provided information to the
interviewers which had not been given to the therapists.
Such information seems vital to continued improvements in
the quality of therapy. The present evaluation has provided
valuable feedback; however, LIFT has changed and developed
since this evaluation was begun. The recommendation of this
study is that LIFT institute a continuous outcome evaluation
of all therapy cases.
The methods utilized in the present study have proved
very successful in compiling data and guiding judgments of
outcome. These methods, with certain additions and
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modifications described below, are recommended to LIFT for
use in an ongoing evaluation. Additions to the present
methods are in three areas, corresponding to the limitations
6f this study described in Chapter I. These additions are
(1) informing the families that follow-up is a regular part
of LIFT'S services; (2) compilation of pre-test data during
the early therapy sessions; (3) evaluation of every family,
in order to increase sample size; and (4) evaluation of a
no-treatment control group for comparison with the results
of families seen by LIFT. Modifications of the procedures
used in the present evaluation are in two areas: (1)
expanding the present outcome categories of "success" and
"failure" to include five levels of outcome, and (2) further
clarification of the judgment criterion "family
organization" to accommodate the changes LIFT has made
towards using a more structural model of therapy. The
following sections discuss the steps necessary to
establishing an ongoing evaluation of LIFT therapy.
Choosing an evaluator . There are several possibilities for
staffing the evaluation. One possibility is to hire a
person part-time whose sole duty is to conduct follow-up
evaluations and compile data about LIFT. A second
possibility is to use first-year graduate students to do
interviews as part of their training. A third possibility
is to have LIFT staff members act as evaluators for each
209
other's cases. Of the three choices, hiring a part-time
evaluator seems the most sound. As suggested above, follow-
up interviews with the families should be handled with skill
as well as compassion. Not all first-year graduate students
have the requisite skills to handle some of the difficult
situations which could arise during the interviews. Using
LIFT staff to evaluate each other has the drawback that it
could engender competition among the staff, and the
evaluation could become a vehicle for working out inter-
staff issues. The hiring of an evaluator would avoid these
problems and would also offer the advantage of having one
person in charge of all aspects of the evaluation, thus
providing consistency.
Informing families about the research
. The family members
should be told, during the initial explanation of LIFT's
services, that follow-up is a regular procedure at LIFT and
that five to six months after termination of therapy,
someone other than the original therapists would come to
their home to discuss the impact of the therapy experience.
At termination the family should again be reminded of the
follow-up. After the waiting period, the procedure for
contacting the family and setting up an interview would be
the same as that used in the present study.
A minimum waiting period of five months is suggested
because this allows the family to spend time on their own,
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so that transient effects of therapy have diminished. This
ti.e period is short enough so that details of the therapy
would still be present in the minds of the clients.
El^ztest^, To expedite the evaluation process, it is
necessary to record the views of the family members at the
beginning of therapy. During the first or second session,
the therapists can take brief notes which paraphrase the
family's responses. Each family member'^ views of the
problem should be recorded. Answers to the questions about
•family organization" (pages 42-44) should also be compiled.
This information is relevant to the clinical work of family
therapy, so the family members should not feel distracted or
used by the research questions, and the therapists are
unlikely to refuse or to subvert the data gathering.
An initial report should be written for each family by
the therapists after the second session. This report should
include a statement of the problem, the therapists'
formulation of the case, a description of the goals of
therapy, and ideas regarding strategies for accomplishing
these goals. The family's reactions to the therapists
should be included in the documentation. For each goal, the
therapists should make a statement indicating the expected
level of success and the probability of reaching this
expected level. The more explicit the goals, the easier it
will be to make judgments about the therapy.
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During the initial phase, when LIFT is beginning the
ongoing evaluation, it will be especially important that
case supervisors read the therapists' initial reports to
insure that they are well-written and that sufficient data
are included.
During the course of the therapy, major intervention
strategies should be documented in the session notes, as
should revisions of therapy goals. The family's responses
to the therapists should be continuously documented so as to
help prevent large discrepancies between the views of the
clients and the therapists about the therapy.
Clarifying the meaning of "family organization ." Since this
study was initiated, the researcher and the LIFT staff have
moved increasingly towards the adoption of a structural and
strategic model of therapy. Definitions of the term "family
organization" have correspondingly changed and developed.
Early definitions, appearing in the dissertation prospectus,
were vague. These definitions sought to capture a family's
ability to maintain its integrity as a unit, and to nurture,
discipline, and support the family members. However, at the
time, the researcher did not have a good language for
describing these phenomena. The concepts of boundaries,
hierarchies, subsystems, coalitions, etc., as described by
Minuchin (1974), provide a well-defined language for
describing the structure of a family and for referring to
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changes in that structure. The present definition of the
category "family organization" is outlined on pages 54 and
55. It emphasizes the concepts of hierarchy and
generational boundaries. As the LIFT staff continues" to
develop its theoretical models, this definition may require
further change or expansion.
Categories of .judgment. The present evaluation employed
only two categories for the final judgment of therapy
outcome, namely "success" or "failure." It was found that
these categories were somewhat limiting to the judgments.
For example, in the Martin case, neither J.K. nor CM. felt
comfortable judging the therapy as a failure, but felt even
less comfortable about judging it as a success. It is
suggested that the ongoing evaluation employ five categories
of outcome, namely:
1. Successful: Most treatment goals met for changes
which were anticipated as "realistic" by the therapists.
2. Somewhat successful: Many treatment goals met,
but outstanding gaps limit the overall impact of the
therapy
.
3. Ambiguous: Interviewers unable to judge whether
this therapy is a success or failure.
4. Unsuccessful: Majority of treatment goals remain
unchanged
.
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5. Deteriorating: Fa,„lly in a significantly worse
situation than at beginning of therapy.
It seems as if there are sufficient data generated by the
evaluation procedures to reliably use such a five-category
judging system. However, this will have to await empirical
verification.
Control.^ro^ The importance of a control group to the
interpretation of outcome results has been discussed in
previous chapters. There is, however, no method which is
completely satisfactory in acquiring control-group data.
Financial pressures, ethical considerations, and practical
problems all limit the possibilities for control-group
research.
One possibility would be to use LIFT's waiting list as
a control group. However, the waiting period is too short
(two month maximum) to provide a good comparison with a
three to six month LIFT therapy. Moreover, the most
difficult cases often remain on LIFT's waiting list for the
shortest time. Thus, such a waiting list sample would be
biased
.
Another possibility involves establishing a control
group in another county which does not have a outreach
program similar to LIFT. This seems to be the most viable
method for developing control-group data. The suggested
design is as follows: The district court system of the
county would be contacted and asked to co-operate in the
study. Probation officers would identify families who have
brought their children to court for CHINS offenses. In
addition to the recommendations the probation officer would
otherwise make to the family, he or she would also inform
the families that they would be contacted by a team doing
research on family problems. The family would be contacted
by the researchers who would explain the purposes of the
study and offer to pay each family member a sum of money for
participating at the time and after a six-month waiting
period. The family would be interviewed using a format
similar to the present research. The family would be told
to go about working on their problems, in whatever way seemed
best to them. After the six-months waiting period, the
interviewers would set up another family session and again
question the family. Changes in the family's answers to
questions and in their behavior in the session would be
noted. Information from the referral source would be
compiled. Finally, an analysis of change would be made
using criteria similar to those in the present study.
Such a control-group study has drawbacks: The
population sampled is somewhat different, and is limited to
one referral source. The study would be expensive. (Paying
the family members seems essential to getting cooperation
from the whole family.) The process of the research may
influence some of the families in unknown ways. Nonetheless
the study would provide a baseline for spontaneous change in
families. It would reveal the percentage of families who
seek more traditional services when outreach is unavailable.
It would provide insight about how troubled families go
about solving their own problems.
It is recommended that LIFT seek research-grant funds
to perform such a study, since it is doubtful that such
expenditures can be justified on direct-services funding.
Directions for Further Inquiry
The present research was formative in nature. It
employed a process-oriented approach. The power of process-
oriented research is in its ability to unearth the
unexpected and to help view issues and problems in new ways.
In view of LIFT's continued growth and change, the need for
such an approach has not diminished. It is suggested that
LIFT continue to perform self-evaluation using the overall
format of this dissertation.
Although many suggestions presented in this
dissertation have already been implemented by LIFT,
continued research is necessary to follow up on these
suggestions and to investigate areas in which the present
results were inconclusive.
One such area involves therapist factors in outcome.
The present sample was too small to make good judgments
regarding the interactive effects of therapist style with
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family configuration. For example, do certain therapists
work better with single-parent families and others with two-
parent families? Such research would be valuable to LIFT.
The present evaluation pointed to the crucial "
importance of establishing a good therapeutic relationship
with family members, of joining with the family and
accommodating to their style, their needs, their goals.
However, joining is only the first step of family therapy.
Future evaluation will be able to assess whether LIFT has
improved in the area of joining. If such improvement has
indeed taken place, then other factors will begin to have a
more prominent effect upon therapy outcome. For example the
effectiveness of restructuring operations and strategic
interventions may be easier to assess when they are not
masked by the problems of a poor therapeutic relationship.
Adequate case notes will be essential to the understanding
of strategic interventions, since family members may not be
aware that such interventions have taken place, and may
report the effects of the interventions as changes which
seemed to just "happen." In order to attribute such changes
to LIFT'S work, the particular therapeutic strategies will
have to be documented.
The effects of short-term, renewable contracts should
also be investigated in future evaluations. Such contracts
have been suggested as valuable in maintaining a focus on
therapeutic goals and permitting unsuccessful therapy to
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terminate gracefully and constructively. However, the
process of establishing short-term contracts may contain
unforeseen pitfalls detrimental to LIFT's therapy.
In addition to performing research similar to the
present study, other areas of research may be beneficial to
LIFT. In the previous chapter it was suggested that the
process of forming a therapeutic relationship involves more
than the application of a number of techniques. The
therapist must be willing to open himself or herself to the
family; to experience the family's pain and joy; to
understand the family as only one human being is able to
understand other human beings. To do this, the therapist
needs strong personal qualifications
,, but also needs a
supportive environment in which to work. The present
research did not study the needs and problems of LIFT's
therapists, nor did it study the organizational and
financial environment which affects their work. Such a
study may prove useful to the administrators and therapists,
and, ultimately, to the clients.
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APPENDIX A
LETTER TO FAMILIES
, , REQUESTING
THEIR PARTICIPATION IN THE STUDY
The LIFT program has begun an evaluation of itsservices to families. We are meeting with families whichhave had contact with LIFT in the past, to learn the
w?^h'??FT°^ Th^ ^^^^ll "^^"^^^^'^ the experience they had
IiIt hnni; to ri"?
the information provided by each family,
he^nff,?^^ 1 Y^l^r ^"^-^^^tand what about its work has beenlp ul, and what has not been helpful, so that we canimprove our services to families in the future
, i^u f?^
these reasons we would like to request a meeting
with all the members of your family, in your home at a
convenient time during the month of March. You will beinterviewed by Joseph Klawsnik and/or Cynthia Monahon, andthe questions will take about an hour. With your
permission, this discussion wi]l be taped, to avoid thedistraction of note-taking. To preserve your privacy thetapes will be available only to the interviewer, andinformation identifying your family will be removed from thefinal report
.
The questions will focus on your experience with LIFT,
Was it a useful and good experience or a negative and
largely useless one? Do you feel any changes in your family
since working with LIFT? What about LIFT's intervention
could have been changed or improved? A negative evaluation
from you is as useful as a positive one, and we urge family
members to be honest in their criticisms and responses.
Could you please discuss the evaluation with all the
members of your family. Please emphasize for your children
that this meeting is not therapy. It is an opportunity to
speak out on what therapy was like for all of you. I will
be calling within a week to request your help and to set up
an appointment time convenient to everyone. We look forward
to talking with your family, and appreciate your helping
LIFT in its efforts to improve its work.
Very truly yours,
Joseph Klawsnik
LIFT program
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APPENDIX B
RELEASE OF INFORMATION FORM
This evaluation study is being conducted for LIFT as
part of a doctoral dissertation at the University of
Massachusetts, supervised by Dr. Harold Jarmon
. It is
important that the families helping us with this study
understand the goals and methods. Would you please read the
following and sign at the bottom. We will be happy to
answer any questions you might have.
1. I have read the attached letter and I understand
the purposes and methods of this study.
2. I give permission to Joseph Klawsnik and/or
Cynthia Monahon to interview my family. I
understand that this permission can be withdrawn
at any time.
3. I understand that any information I provide will
be kept anonymous (all information which might
identify my family will be removed). Tape
recordings made during the interview will be
available only to the interviewers and will be
erased after the study is completed.
4. When the study is completed, I will receive a
letter outlining the findings of the study. If I
request, the interviewers will also be willing to
return to my home to present the results of the
evaluation
.
5. I grant permission for Joseph Klawsnik and Cynthia
Monahon to request information about my family
from LIFT'S network of agencies; and grant
permission for these agencies to release such
information. I understand that this information
will be kept confidential, and will be used only
for the purposes of the evaluation study.
Signed
Date
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APPENDIX C
LETTER TO REFERRAL AGENTS
The L.I.F.T. staff is conducting an evaluation of our
services. Part of this evaluation involves receiving
feedback from our referral sources regarding the
effectiveness of our therapy with some specific families.
We would like to interview you over the telephone. We would
appreciate it greatly if you would read the enclosed
questionnaire, and gather any information you might need to
answer the questions. Of course, some of the questions may
not be applicable to you. A LIFT staff member will be
calling within a week, requesting that you answer these
questions, informally, over the phone.
Thank you very much for your cooperation. If you have
any questions, please call me at 545-0978.
Very truly yours,
Joseph Klawsnik
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